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EPIDERMOIDS AND DERMOIDS* 


BY DONALD MUNRO, M.D.,f AND WALTER WEGNER, 


HERE has been much mild controversy in 

medical literature regarding the best name 
for the cholesterin-containing tumors found in 
the eranium and commonly called cholestea- 
tomas. Although the first case was reported in 
1745, and two other case reports,?:* appeared 
in the next eighty-three years, it is usually held 
that Cruveilhier* was the first important au- 
thor to be considered, for in 1829 he described 
and illustrated one of these tumors from his 
own collection, as well as onet which he as- 
eribed to Dumeril,? and included them in his 
textbook of pathology. Cruveilhier called them 
‘‘tumeurs perlées’’. Eleven years later Johan- 
nes Miiller® described several similar tumors, 
and was so impressed by their cholesterin con- 
tent that he eoined the name ‘‘cholesteatoma’’. 
That was nearly a hundred years ago, and al- 
though the value of the name has been attacked 
several times since then,**:* it keeps recurring 
and is even now the term most commonly used. 
But that it is not an apt name will be appre- 
ciated if we remember that not all ‘‘cholestea- 
tomas’’ contain cholesterin, and not all tumors 
containing cholesterin are cholesteatomas. It 
also fails to give these tumors any pathological 
orientation. The need for the adoption of a 
more appropriate name is evident. 


Johannes Miiller first called attention to the 
resemblance between cells of epidermal origin 
and the nonnucleated cells found in these tu- 
mors, and in 1851 Shuh® argued against using 
the term cholesteatoma because to him the tu- 
mors were only atheromas (sebaceous cysts), 
which had been familiar for two thousand years, 
and he thought they should be classified as such. 
But it was difficult to account for a sebaceous 
eyst within the eranium until Remak® in 1854 
advanced the theory of ectodermal rests to ex- 
plain the origin of epithelial tumors having no 
attachment to the surface epithelium. How- 


*From the Neurosurgical Service, Boston City Hospital. 


+Cruveilhier shows a colored drawing of the specimen from 
this patient end gives some descriptive notes. He ascribes the 
case to Dumeril, but the reference cited says that the specimen 
was supplied by Dupuytren. Dupuytren was head of the patho- 
logical department of the School, and so may have come by the 
specimen from a patient who was treated by Dumeril. From 
the available references it is impossible to say to whom credit 
should be given tor this specimen. 


tMunro, Donald—Assistant professor of neurological surgery, 
Harvard Medical School and Boston University School of Medi- 
cine. Wegner, Walter—Assistant in neurological surgery, Har- 


vard Medical School. For records and addresses of authors see 


ever, his explanation did not seem to make a 
strong impression, for in the following year 
Virchow' wrote about what he also chose to 
call pearly tumors as Cruveilhier had, and after 
noting their resemblance to epithelioid strue- 
tures, expressed the view that they arose by 
metaplasia from the connective tissue.  Bill- 
roth’? in 1868 called them epithelial tumors 
again and thought their occurrence in the in- 
tracranial cavity not unusual because the brain 
itself was formed from ectoderm. 

Thus the argument continued for approxi- 
mately another fifty years. Virchow’s influence 
was too great to allow his theory of the meta- 
plasia of tissues to die easily. Nevertheless it 
was modified by others, as Beneke"' and Nehr- 
korn,?* to explain their belief in an endothelial 
origin for these epidermoid tumors. Benda* 
increased the confusion by adding yet another 
theory. He examined two cases which were 
found to exhibit every layer of the epidermis, 
and showed intercellular bridges and kerato- 
hyalin granules; yet he thought that they aros> 
from the ependyma, and cited a case of Chiari’s, 
in which the tumor grew in the fourth ventricle, 
in support of his belief. The problem of de- 
termining the ancestry of these tumors seemed 
so confusing that some able pathologists, in- 
cluding Borst,** reached the conclusion that they 
were not all of one origin; that some arose from 
endothelium and some from misplaced bits of 
the primitive dermis and epidermis. 

Bostroem® in 1897, in a painstaking and com- 
prehensive study of these tumors, frankly called 
them epidermoids and dermoids, and returned 
to Remak’s epithelial rest theory to explain their 
origin. He pointed out the many possibilities 
for bits of ectoderm with an epithelial predesti- 
nation to be pinched off during closure of the 
neural tube and during subsequent stages in 
the development of the central nervous system, 
as when the transverse folds were forming. 
Probably only a small percentage of such cell 
rests would develop into tumors because of the 
lack of adequate blood supply. It was his be- 
lief that only those in contact with the pia or 
lodged in the diploé were assured of adequate 
nourishment for such development, and sup- 
ported his belief by a careful examination of 
serial sections of one such tumor in which he 
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stroma with those of the tumor. Where cells 
destined only for the epidermis were pinched 
off, they would give rise to tumors exhibiting 
only epidermoid structures; where deeper’ lay- 
ers were also included, the tumor would ¢on- 
tain hair and skin glands as well, producing 
a dermoid. 

Some dermoids, however, were found to be 
attached to the dura and not to the pia. These, 
Bostroem thought, originated relatively late, 
having their origin at the time when the flat 
bones of the skull were developing and splitting 
the ectoderm from the dura. Unusual prolonga- 
tions of the dermis might be split off with the 
dura and continue to grow. These often main- 
tained a demonstrable attachment to the epi- 
dermis, the attachment passing through a minute 
perforation in the calvarium. 

These views expounded by Bostroem are es- 
sentially the same as those held today. It must 
be pointed out, however, as Bostroem also did, 
that these ideas apply only to true tumors, and 
not to those collections of epithelial debris called 
cholesteatomas, which are often found in the 
ear after a previous infection. These latter 
arise from the stratified squamous epithelium 
of the external canal, which grows through a 
perforation of the drum into the middle ear,'’ 
where it continues to spread, lining at least a 
part of the middle ear cavity with stratified epi- 
thelium. Desquamated cells from the surface 
of the epithelium then accumulate owing to the 


lack of an adequate exit, and fill the cavity 
with epithelial scales laid down in more or less 
coneentric layers, just as in the epidermoid tu- 


mors of congenital origin. Congenital epider- 
moids of the ear do occur, but they are quite 
rare and do not often come under considera- 
tion. Hence, when one speaks of cholesteatoma 
of the ear, it is practically always the acquired 
kind, associated with infection, that is meant. 
Since these are so different in etiology and sig- 
nificance from the true epidermoids found in 
eranial bones and in the meninges, it is un- 
fortunate that they should have been grouped 
together under the common term cholesteatoma. 
This is another reason for adhering to a more 
logical terminology, and so it is recommended 
that the true tumors be called epidermoids or 
dermoids, depending on whether they contain 
hair, and that they be further qualified as pri- 
mary epidermoids and dermoids so as to dis- 
tinguish them clearly from the similar second- 
ary tumors which follow infection of the mid- 
dle ear. Since some primary epidermoids oc- 
cur within the diploé while others are found 
wholly within the cranial cavity, one might ¢las- 
sify them still more exactly by calling them pri- 
mary cranial and primary intracranial epider- 
moids and dermoids. Such a terminology would 
make the concept of these tumors more exact, 


because it states their origin and suggests their 
pathologie characteristics, classifies them path. 
ologically with the dermoids found elsewhere. 
and indicates their relation to the teratomas 
with which they form a continuous series in the 
order of increasing multiplicity of structures 
represented. Lastly, it effectively differentiates 
them and the secondary tumors of the middl» 
ear, which are the result of chronic infeetion 
and therefore have a different etiology and a 
different pathological significance. 

A case each of primary cranial epidermoid, 
primary intracranial epidermoid, and primary 
intracranial dermoid is herewith presented. 

PRIMARY 


CRANIAL EPIDERMOID 


Boston City Hospital (No. 766,776). 
patient was a white woman of 37 years who en- 
tered the hospital November 12, 1934, because oi 
headaches, irritability and a swelling in the right 
temporal region. At 10 years of age she received 
a blow in the right frontal region, which did not 
render her unconscious, but resulted in headaches, 
smarting of her eye and lachrymation. There was 
no history of an open wound at that time. Glasses 
were prescribed which she wore intermittently. Fo! 
lowing this a swelling was noted in the right tem- 
poral region and it very slowly increased in size. 
At 14 years an x-ray examination of the skull was 
made and she was advised to have an operation, 
but refused. The symptoms referable to the injury 
gradually subsided, but the swelling remained and 
continued to increase very slowly. 

Two months before admission she began to ex- 
hibit increasing irritability which was manifested 
toward her friends as well as her family. Head- 
aches also began, at first mild and then severe. 
There was blurring of vision in the right eye. 

On examination there was a swelling in the right 
temple about 4 cm. in diameter, associated with 
an irregular bony defect. There was moderate ten- 
derness on pressure. Otherwise the physical ex- 
amination was not significant. Neurologic examina- 
tion showed the patient to be very nervous, and 
she frequently burst into tears. The optic disks 
were blurred and showed a slight elevation. There 
was a questionable palsy of the right sixth nerve 
No other cranial or peripheral nerve disturbances 
were found. 

Wassermann and colloidal gold reactions were nega- 
tive. Lumbar puncture showed an initial pressure 
of 100 mm., with clear colorless fluid, containing 2 
lymphocytes per cu. mm. and having a total protein 
of 16 mg. per cent. X-rays showed the bony defect 
pictured in fig. 1. 

Operation on November 20, 1934, revealed a very 
thin-walled cyst containing brown fluid sparkling 
with crystals, and some soft caseous ‘material with 
a pale gray-green color, resembling “lobster butter’’. 
Lining the thin cyst wall there was a layer of homo- 
geneous, white crumbly material corresponding to 
the pearly-white laminated layer that first caused 
Cruveilhier to designate these tumors as “tumeurs 
perlées’”. The inside of the cavity was very irregular 
and contained a number of bony projections. The 
inner table of the skull showed a large defect and 
the cyst had indented the frontal lobe in the region 
of Brodmann’s areas 46 and 47, but the dura was 
everywhere intact. A portion of the right orbital 
roof had been lost by erosion. 

The contents of the cyst were completely removed, 
but it was impossible to remove more than a small 
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part of the cyst wall because of its thinness and 
tight adherence to the underlying bone and dura, 
and because of the irregularity of the cavity. The 
wound was closed without drainage and healed 
per primam. Several weeks after the operation the 
patient returned to the hospital exhibiting a small 
discharging sinus at the operative site. The material 
coming from it was brownish and small in amount. 
A culture of it showed no growth. Drainage con- 
tinued for several weeks and was then stopped by 
the injection of a mild sclerosing solution. The 
wound has remained healed ever since and there has 


were largely empty, although many of them con- 
tained a _ red-staining matrix (hematoxylin-eosin 
stain) which was filled with coarse, round, hyalin 
granules which sometimes became confluent and 
formed globules. This layer was many cells in width. 
Beyond it, there were tissue debris and some extrava- 
sated blood cells. Some sections showed many needle- 
like vacuoles amidst the tissue debris, which were 
thought to represent cholesterin crystals which had 
been dissolved out. 

Of hairs, sweat glands or sebaceous glands there 
was no evidence. 


FIG. 1. X-ray showing defect of frontal bone caused by 
a cranial epidermoid. There was erosion of inner table, while 
outer table sent fingerlike projections over the surface of the 
tumor. Dense spicule at A was an endostosis growing into the 


frontal lobe. 


been no evidence of a recurrence of the tumor up to 
the present. Mental and emotional disturbances have 
all disappeared. 

Examination of fixed sections of the tissue re- 
moved (fig. 2) showed a characteristically epidermoid 
structure. The outermost row of cells was roughly 
cylindrical, with moderately dense, round nuclei, and 
a granular cytoplasm. It was placed upon a definite 
basement membrane. Subsequent layers were polyg- 
onal and became progressively more flattened until 
even the nuclei were elongated. Where the section 
was thin, intercellular bridges could be seen. As the 
cells became flatter, their cytoplasm was sometimes 
more densely granular. The cells thus far were 
typical representatives of the stratum germinativum 
of the skin. 

The stratum corneum was everywhere detached 
from the stratum germinativum in the specimen 
obtained, so that the presence of a stratum lucidum 


could not be ascertained. The cells of the corneum 


This is the type of tumor that seems best de- 
scribed by the name primary cranial epidermoid. 
Such tumors arise within the diploé from eell 
rests pinched off and misplaced during the for- 
mation of the flat bones of the skull, and finding 
an abundant blood supply within the diploé they 
are permitted to grow. The increasing size of 
the resulting tumor causes expansion of the over- 
lying bone and finally erosion, giving the typical 
x-ray findings as shown in fig. 1. 

Miller reported the first of these primary 
eranial epidermoids in 1838. Buey’® in 1935 
could find records of only thirteen similar tu- 
mors in the literature, and added three more 
cases operated upon by Sargent, in which the 
diagnosis rested on the gross findings. He ealled 
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attention to the importance of noting the ero- 
sion by the tumor of the inner table of the 
skull, as sometimes the erosion is only pin-point 
in size, while beyond it a large mass of tumor 
may have developed between the skull and dura. 
It is probable that these minute defects which 
he deseribed are really not erosions at all, but 
the persistence of the opening through which 
an abnormal prolongation of the papillary layer 
of the epidermis remained attached to the dura 
during the formation of the flat bones of the 


FIG. 2. Many-layered epithelium lining the cyst cavity of 
a primary cranial epidermoid. 
skull. Some of these tumors have been reported 
arising within the frontal, parietal, occipital 
and temporal bones. Primary cranial epider- 
moids arising within the temporal bone probably 
originate from the anlage of the organ of hear- 
ing. Cushing’ reported a case in 1922 and 
advised complete removal of the cyst wall in 
order to prevent recurrence. While this is ad- 
visable it was not possible in the case here re- 
ported, and it would seem that the slow growth 
of these tumors and the unlikelihood of a trou- 
blesome recurrence might justify a certain con- 
servatism in dealing with them. Cairns** has 
just reported on two primary intracranial epi- 
dermoids which were operated upon over 7 years 
ago, and only partially removed, and in which 
there has been no sign of recurrence up to the 
present. 


PRIMARY INTRACRANIAL EPIDERMOID 


Case 2. Boston City Hospital (No. 724,295). This 
white male, aged 26 years, entered the hospital Octo- 
ber 3, 1933, complaining of paresis of the left arm 
and leg. Fourteen months previously he had had 
a series of “strokes” in a period of 5 weeks, which 
had left him with a paresis. Subsequently the paresis 
gradually increased and he developed a left foot drop, 
diplopia, anorexia and frequent vomiting, and vague 
paresthesias of the left face and arm. 


The general physical examination was not sig- 
nificant. Neurologic examination revealed a some- 
what depressed patient who was not completely ori- 
ented. He stated that he could not concentrate as 
well as formerly. There was tenderness to percus- 
sion in the right frontal region and his neck was sore, 
though not stiff. The right pupil was larger than 
the left and both were irregular. Papilledema was 
observed in each eye, but was more marked on the 
left where an elevation of three diopters was meas- 
ured. Test odors were more strongly perceived in 
the right nostril. The left arm and leg were weak, 
and showed increased tendon reflexes. Ankle and 
patellar clonus were found on the lett and there was 
a variable Babinski. Pain and position sense seemed 
diminished in the left arm and leg, and the left arm 
seemed cooler than the right. There was a very mild 
left astereognosis. 

Routine blood and urine examinations were not 
remarkable; the Kahn test was negative. Lumbar 
puncture showed an initial pressure of 184 mm. of 
cerebrospinal fluid when the patient was well relaxed, 
and examination of the fluid showed 2 white blood 
cells and 17 red blood cells, total protein of 24 mg. 
per cent,-and a not significant gold curve. Stereo- 
scopic x-rays of the skull were negative. 


Operation on October 17, 1933, revealed a subcorti- 
cal cyst in the upper midparietal region. It con- 
tained about 100 cc. of viscid greenish fluid. The 
cyst wall was little more than a thin film of tissue 
lining the cavity, except at one point on its medial 
aspect where the overlying cortex had disappeared 
and the cyst was in contact with the piarachnoid 
and falx. At this point there was a mural nodule 
about 2 cm. in diameter composed of blue-gray granu- 
lar tissue. This was also the point of entrance of the 
vascilar supply of the tumor. The mural nodule 
and cyst wall were removed. Recovery was unevent- 
ful. 


Examination of the cyst fluid showed it to have 
a protein content of 5,887 mg. per cent. The presence 
of neutrai fats and fatty acids could be demonstrated, 
and cholesterin crystals were seen by microscope. 

Microscopic examination of the tumor revealed 
masses of epithelioid tissue as shown in fig. 3. 

Fixed sections apparently included only specimens 
from the mural nodule, and none from the cyst wall 
itself. The characteristic type of cell was rather 
large, rounded and had a finely granular cytoplasm. 
The nuclei were round or oval, moderately pale, fre- 
quently showed a large nucleolus, and had small 
granules of chromatin strung upon an irregular net- 
work. In some places these cells were arranged like 
stratified epithelium, becoming elongated and with 
dense nuclei. In other places there was a fairly dense 
connective tissue stroma and the tumor cells had 
no definite arrangement. No intercellular bridges, 
keratohyalin granules, nonnucleated cells, or stratum 
lucidum were seen. No hairs or skin glands were 
found, but needle-shaped vacuoles were noted in the 
tissue, similar to the spaces left by dissolved choles- 
terin crystals in the previous specimen. In some 
places the cells were arranged in whorls and strongly 
resembled a meningioma. 

This resemblance to a meningioma was sufficiently 
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disturbing to result in slides being sent to two neuro- 
pathologists and two general pathologists for inde- 
pendent opinions. The consensus was in favor of 
an epithelial tumor as opposed to a meningioma. 
The formation of cholesterin in the cyst here de- 
scribed is merely one of the accompaniments of de- 
eenerating tissue. Such collections of cholesterin 
are common where there is tissue degeneration, and 
the degenerating structure need not be epithelial. 


FIG. 3. Note the epithelioid nature of some of the cell groups 
in this slide. In other areas there were whorls suggestive 
of a meningioma 


Since such an accumulation can occur in a variety 
of tissues one sees the inadvisability of using this 
characteristic to designate a specific group of tumors. 
Bostroem believed that cholesterin could be found 
in all primary intracranial epidermoids if it were 
searched for, though others have disagreed. .At any 
rate, the specimen in the present instance illustrates 
how widely these tumors may vary from the charac- 
teristics ascribed to cholesteatomas. 


The innocence of these epidermoids is almost 
unanimously subscribed to, though Ernst’ re- 
ports a case in which one portion of an epider- 
moid tumor showed carcinomatous changes, in- 
vaded the adjacent brain, and metastasized wide- 
ly in the subarachnoid space. Stromeyer*® ob- 
served an epidermoid tumor and a sarcoma 
crowing together in a cerebral hemisphere. They 
were partially, though incompletely, separated 
by a layer of connective tissue. The sarcoma 
apparently arose from the mesodermal elements 
in the eapsule of the tumor. The usual experi- 
enee is that when one of these tumors has been 
thoroughly removed it does not recur. It is in- 


teresting to note in this connection that the sec- 
ond patient reported here returned to the hos- 
pital about one year after discharge because his 
left-sided signs had returned and he was havy- 
ing seizures, His brain was reexplored and a 
simple inclusion cyst was found at the site of the 
previous transcortical incision. There was no 


evidence of any recurrence of the tumor. 


PRIMARY INTRACRANIAL DERMOID 


The third case to be reported is a dermoid 
of the cerebellum. Davidoff and von Deesten”’ 
report but nine similar cases from the litera- 
ture. Only one other has been operated upon 
successfully. 

Case 3. Boston City Hospital (No. 747,972). This 
26 year old white girl, referred by Dr. John Foley, 
was admitted May 11, 1934, with a complaint of a 
“swishing” noise in her right ear and of blurred 
vision. 

She weighed 217 pounds, and there was a history 
of being overweight since the age of 8, with a 
considerable acceleration at the time her menses 
began. These had been regular during the first 2 
or 3 years and had then stopped completely for 2 
years. Subsequently her menses began again, but 
occurred irregularly at intervals of 3 to 4 months. 

Five years ago she was kept in bed for 3 months 
because of a diagnosis of heart trouble. At this 
time she had had swollen legs. 

The present illness began 7 months before ad- 
mission with intermittent lateral frontal headaches 
radiating to the back of the head, occurring more 
frequently at night. After 2 months these had 
largely disappeared, although she still had an oc- 
casional “catch at the back of the neck”. 

Two and a half months before her hospital entry 
the swishing noises began in her right ear and were 
constantly present from that time on. They seemed 
related to the heart beat. In the 3 weeks before 
admission she was frequently nauseated for a day 
at a time, and vomited. During this time she also 
noted occasional blurred vision, double vision and 
dizziness, and twice had complete blindness for a 
few seconds. A week before coming to the hospital 
she began to experience spells of hiccoughing. 

General physical examination showed nothing of 
significance, except obesity and a slight kyphosis 
of the upper dorsal spine. Neurologic examination 
showed a visual acuity of 20/100 in either eye, 
but the fields were normal. Both optic fundi were 
choked. There was a slight fifth nerve and a ques- 
tionable facial weakness on the left. Rotary nystag- 
mus was present, more marked on left lateral fix- 
ation. Some tremor of the tongue was noted. The 
left arm was weak. The fingers of both hands were 
thin and tapering, and the distal phalanges could 
be hyperextended at their joints. The right kne*s 
jerk and left ankle jerk were more active than on 
the opposite sides. Mild generalized ataxia and 4 
positive Romberg sign were present, without de- 
pendable localizing signs. 

Laboratory findings were not significant. X-rays 
of the skull showed a cloudy right frontal sinus, and 
chest films were reported as showing a moderaie 
rheumatic deformity of the heart. 

A posterior fossa lesion was diagnosed, and on 
May 22, 1934, the cerebellum was exposed through 
the usual crossbow incision. The left half of the 
arch of the atlas was found to be absent. Upon 
opening the dura there presented in the mid-line a 
milky-white body, roughly triangular in shape, meas- 
uring about.4 cm. across its base and 6 cm. to the 
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apex, which lay under the tentorium. Inferiorly it 
extended through the foramen magnum, reaching 
the arch of the second cervical vertebra. The cere- 
bellar hemispheres were displaced laterally, the 
vermis was pushed forward, and the aqueduct was 
completely blocked. 

The tumor appeared cystic, and on being tapped 
yielded opalescent fluid containing 60 mg. per cent 
of protein. Besides fluid, the cyst contained a large 
quantity of sebaceous matter mingled with hair. 
The exposed lining was a shiny white. 

In spite of its close adhesion to both posterior 
cerebellar arteries and to the vermis it was pos- 
sible to remove all of the tumor except a small 
portion 0.5 cm. square adhering to the left posterior 
cerebellar artery. This portion was cauterized. 

Although the complete removal of the tumor was 
quite a formidable procedure, the patient’s imme- 
diate postoperative condition was rather good. Sub- 


| 
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FIG. 4. Two adjacent epithelial surfaces with a mss of 
intervening debris (A). The corneum at B is file. with 
pareleidin granules which make it stain deeply, while at C the 
corneum contains scarcely any pareleidin and only the kerato- 
hyalin granules in the stratum granulosum stain deeply. 


sequently, however, she developed some necrosis 
of the wound edge which led to a staphylococcic in- 
fection and leakage of cerebrospinal fluid. Even 
though the spinal fluid cell count rose to over 80% 
with nearly 100 per cent of polymorphonuclear leuko- 
cytes, the sugar.and chlorides were never below 
normal and cultures of the fluid obtained by lum- 
bar puncture were sterile. There was no marked 
rise in temperature. Olivecrona™ called attention to 
the common occurrence of aseptic meningitis wr 
localized suppuration following operation upon or 
rupture of an epidermoid cyst. Case 1 in this series 
is undoubtedly an example of such suppuration. But 
the meningeal reaction found in case 3 is most like- 
ly associated with the wound necrosis, cerebrospinal 
fluid leak, and superficial infection. 

The meningeal symptoms subsided gradually with 
treatment by repeated lumbar punctures, and the 
operative wound healed by second intention. Over 
a period of weeks the choking of her optic disks 
diminished, her ocular movements came under bet- 
ter control and she could walk with reasonable 
steadiness. She has been seen from time to time 
up to the present, and although she continues to 


have some disturbance of eye movements and is 
not quite steady in gait, there is no reason for 
thinking that she has a recurrence of the tumor. 

Microscopic examination of the cyst wall showed 
the typical layers of the epidermis (fig. 4). 

The rounded or cuboid epidermal cells with their 
large, pale nuclei were placed upon the dermis with- 
out an intervening basement membrane. Cells in 
the outer layers were markedly flattened and had 
acquired numbers of large and small keratohyalin 
granules. The horny layer in most places also con- 
tained a large amount of pareleidin, causing it to 
stain deeply. Beyond the horny layer there were 
masses of cellular debris. Only one portion of the 
specimen showed a bit of hair, but this is not un- 
usual as all the hair found in a dermoid usually 
comes from a single nodular thickening in the cys: 
wall and not from all parts of the lining. No se- 
baceous or sweat glands were seen. Neither was 
there any evidence of crystal spaces, nor is there 
mention in the record of cholesterin crystals being 
found in the fluid from the cyst. 

The three tumors reported here illustrate some 
of the variations to be found among the tu- 
mors that have been inappropriately named 
cholesteatomas. To include them all under one 
term that fits so poorly can only lead to vague. 
ness and misunderstanding, and so it is to be 
hoped that a more exact nomenclature will be 
adopted. 

An additional word remains to be said about 
those intraventricular tumors that until now 
have been called cholesteatomas. Their origin 
is not yet entirely clear. There is some evi- 
dence to show that they are endothelial struc- 
tures, but others again are undoubtedly epider- 
moid. Thus Scholz*' was able to demonstrate 
in a tumor of the third ventricle the character- 
istic layers of the epidermis, and point out the 
presence of keratohyalin granules and intercellu- 
lar bridges. Further, he re-examined a similar 
tumor previously reported by Glaeser to be an 
endothelioma, and found it was an epidermoid. 
Beneke re-examined a case of his and reported 
that it was an epidermoid. Cushing’ men- 
tioned the tumors arising from the choroid 
plexus of the horse which are common and are 
usually ealled cholesteatomas. He thought they 
were a type of endothelioma, an opinion that 
has been held by many other writers. Kauf- 
mann,** on the other hand, referred to cho- 
lesteatomatous tumors of the ventricles as ‘‘in- 
fectious granulations’’. 

The conclusion that these tumors have not 
yet been sufficiently studied to be classified ac- 
curately seems inescapable. It is probable that 
the ventricular tumors commonly grouped to- 
gether as ‘‘cholesteatomas’’ comprise two or 
more distinct varieties which are wholly un- 
related except for the fact that each contains 
cholesterin. Some of them can, without doubt, 
be classed with the primary intracranial epider- 
moids. 

SUMMARY 


1. The inappropriateness of the term ‘‘choles- 
teatoma’’ is pointed out. 
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2 Tt is suggested that the term ‘‘primary 

ranial epidermoid’? be applied to true epider- 
lesions occurring in the diploé; and ‘‘pri- 
jary intracranial epidermoid, or dermoid’’ to 
‘he lesions reproducing ectodermal epithelium 
» the brain or meninges, the name being varied 
ccordingly as there is or is not some hair in 
the tumor. 

3. A ease each of primary eranial epidermoid 
nvolving the frontal bone, primary intracranial 
»pidermoid involving the parietal lobe, and pri- 
mary intracranial dermoid of the cerebellum is 
presented. 
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THE MANAGEMENT OF CHRONIC ALCOHOLISM IN 


ENGLAND, SCANDINAVIA AND CENTRAL EUROPE* 


BY ROBERT FLEMING, M.D.T 


) pow the spring and summer of 1936 the 
author visited several of the clinies and 
laboratories of Europe where work on aleoholism, 
of one sort or another, was going on. The main 
object was to survey the current methods of 
treating cases of chronic alcoholism in the sev- 
eral countries, with the hope of being able later 
to determine to what extent the whole problem 
of alcoholism is a psychiatric one, and to de- 
fine the position and limitations of the psychi- 
atrist in treating alcoholie patients. 

In any consideration of the medical or psychi- 
atrie elements of the treatment of alcoholism, 
it is impossible to ignore altogether the social, 
economie and religious phases of the problem. 
It has, therefore, been convenient to distinguish 
three main social aspects of this question: (1) 
testrictions and limitations upon the sale of 
drink. Broadly, this also ineludes ‘‘psycho- 
logie’’ and moral restrictions upon drinking as 
well as educational measures, whose object or 
etfeet is to decrease the use of aleohol. (2) The 
apparatus by means of which the patient with 
chronie alcoholism is placed in the hands of per- 
sons considered qualified to treat this eondi- 


*This survey was made possible by a special grant of the 
Rockefeller Foundation. 
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tion. In some countries, for example, Sweden, 
this apparatus may attain a high degree of com- 
plexity and efficiency, whereas in others, such 
as France, it may be practically nonexistent. 
(3) The actual methods used by qualified per- 
sons to treat the disease in the individual pa- 
tient. Although this survey is concerned main- 
ly with this last aspect, it is convenient for the 
sake of completeness to consider, whenever pos- 
sible, the first two as well. 


ENGLAND 


1. Restrictions upon the sale of liquor. Dur- 
ing the past quarter of a century the total num- 
ber of annual convictions for drunkenness in 
England and Wales has shown a marked de- 
crease (from 500 to 100 persons per 100,000). 
Over the same period the per capita consump- 
tion of aleohol has shown a similarly striking 
deerease (in terms of absolute alcohol, from 
about 7 liters per capita in 1909 to about 3 liters 
in 1933). The causes for the decrease in drunk- 
enness are to be found in certain social, legisla- 
tive, industrial and economic restrictions upon 
the sale of liquor. There is considerable diver- 
gence of opinion as to the relative importance 
of the several factors that have led to decreased 
drinking. Those most generally mentioned are 
the growth of counterattractions, such as athletic 
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and recreational facilities, the spread of educa- 
tion, the activities of temperance workers, an 
alteration in the public attitude toward drunk- 
enness, a reduction in the number of licenses 
for the sale of liquor, restriction of the hours 
during which liquor may be sold, an increase in 
the cost of liquor to the consumer owing to in- 
creased duties (especially on spirits), better 
housing and working conditions, and so on. 

At the present time a system of ‘‘permitted 
hours’’ for the sale of intoxicants exists in Eng- 
land. The Licensing Act of 1921 stipulates three 
eeneral regulations: (a) an earliest morning 
hour and a latest evening hour—in London these 
are 11 a. m. and 11 p. m.; (b) a maximum num- 
ber of hours—in London the maximum is 9, 
elsewhere, 8 hours; and (¢) a compulsory break 
of at least 2 hours commencing at or after mid- 
day. 


2, The means by which the chronic drunkard 
is placed in the hands of persons qualified to 
treat the disease. There exists at the present 
time in England no organization or method 
whose object or function is to arrange for the 
treatment of the individual chronie drunkard. 
Officially, drunkenness is a crime not a disease, 
and the treatment of it remains the problem 
of the individual and his family, to be dealt with 
by whatever resources they may possess. The 
Inebriates Act.of 1898, which provides for insti- 
tutional treatment of ‘‘habitual drunkards”’ 
where ‘‘three previous convictions within the 
preceding twelve months’’ ean be proved, is 
practically inoperative as a means of bringing 
drunkards to treatment. As a result the eco- 
nomic level of the patient determines to a large 
extent the type of treatment he receives. If a 
man is picked up on the streets ‘‘drunk and in- 
capable’’, he spends the night in gaol, is fined 
or sentenced depending on the circumstances, but 
usually no therapeutic measures insti- 
tuted. In London, if he appears to be psy- 
chotie, he may be transferred to the Mental Ob- 
servation Ward of the nearest London County 
Council General Hospital, but the actual num- 
ber of patients with alcoholic psychoses that 
reach these institutions is very small (about 
0.3 per cent). Attached to many of the police 
courts (426 in 1934) are ‘‘missionaries’’ of the 
Chureh of England Temperance Society who 
undertake to be of assistance in cases involv- 
ing alcoholism. These missionaries, of whom 
there were 215 in 1934, help in seeuring em- 
ployment, rent, food, clothing and tools, give 
abstinence pledges (in 1934 there were 554 
pledges taken out of 39,748 convictions for 
drunkenness) and, if it is economically and 
otherwise feasible, they arrange for suspension 
of sentence in cases where the patient agrees to 
spend 6 months at the Society’s home for in- 
ebriates, Caldecote Hall, Nuneaton, Warwick- 


shire. Inasmuch as the minimum rate at Calde 
eote Hall is $26.25 per week the number of pa 
tients who are able to benefit from this service 
is rather limited. The Salvation Army plays a 
small and diminishing role in bringing a certain 
number of inebriates of the lower economic 
classes to effective treatment. However, its con 
cept of drunkenness as a sin, not a disease, per 
mits it to approach with its characteristic teci 

nie a certain type of drinker, with the probabi/ 
ity of greater success than could be attained b) 
any other agency. 

As far as chronie alcoholism concerns th» 
great mass of the English middle and upper 
classes, the problem of instituting treatment is 
an entirely individual one and is handled with 
the advice of friends, the family physician and 
the clergvman—or not at all. 


3. Methods used in treating chronic alcoholism. 
At the present time there exists no public insti- 
tution in England devoted to the exclusive treat- 
ment of chronie aleoholism. By far the largest 
amount of existing institutional treatment is 
carried out the private voluntary institutions 
such as Rendlesham Hall, Caldeeote Hall and 
other smaller private mental hospitals, none of 
which are avowedly for the treatment of al- 
coholism alone, although their greatest financial 
support derives from that lucrative source. Such 
‘*homes’’ serve as temporary refuges from the 
stresses and temptations of daily life amid sur- 
roundings of greater or lesser luxury depend- 
ing upon the price the patient ean pay. They 
provide a place in which the patient may be- 
come sober, have good food and enjoy indoor 
and outdoor games. They also provide an 
opportunity for the physician in charge to 
use certain ‘**psychotherapeutic’’ measures dur- 
ing the period the patient remains in resi 
dence. There is no attempt at an adequate 
follow-up system and the tendency to relapse is 
frequent. Rendlesham Hall, Woodbridge, Suf- 
folk, which I visited, is an example of this type 
of institution. The Hall is situated in the midst 
of extensive and partially wooded grounds about 
3 hours’ train journey from London. The build- 
ing, which is able to accommodate about 40 pa- 
tients, was the seat of the Rendlesham family 
until acquired for its present purpose in 1921. 
It is about 60 years old, is without central heat- 
ing and possesses the curious blend of primitive 
and luxurious living conditions that is typically 
English. A physician is resident superintendeni 
and is assisted by a male nurse, a housekeeper 
and a large staff of domestic servants and gar- 
deners. The whole atmosphere is more suggestive 
of a country house than of a mental hospital. 
Patients are received only on a voluntary basis, 
are free to come and go as they please, and 
many of them have their own automobiles. When 
a patient arrives he is usually very drunk and 
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is placed on a tapering off regime that pro- 
vides for the administration of decreasing 
amounts of iquor over a period of a week or 10 
days, while apomorphine, bromides and saline 
purges are occasionally employed to assist in dis- 
intoxieation. After the patient is able to be up 
and about, it is left largely to him to decide 
whether he will fit into an unorganized routine 
of leisure, games, walking, light gardening and 
‘‘psychotherapy’’. This last is made up of an 
oceasional exhortation to moderate drinking in 
the future and some quasi medical observations 
on the evil effeets of aleohol. Rendlesham Hall 
is the most expensive place of its kind in Eng- 
land, the minimum weekly rate being $36.75. 
Caldeecote Hall is apparently run on the same 
veneral lines as Rendlesham Hall, with the ex- 
veptions that there is a more pronounced reli- 
vious and moral undertone and that paraldehyde 
is used much more extensively in disintoxica- 
tion. The increased use of paraldehyde is said 
to be necessitated by the fact that no alcohol is 
administered to patients at Caldeeote Hall—ali 
liquor being stopped abruptly upon admission. 


In addition to the private institutions de- 
scribed above, mention should be made of the 
Salvation Army’s small inebriate home for 
women at Denmark Hill. At this institution 
there is no resident physician and all the activ- 
ities of the home are directed toward one object, 
religious conversion, as the sole therapeutic ap- 
proach to aleoholism. This therapeutic method 
will be diseussed in describing the Salvation 
Army’s eolony, Kurén, in Sweden. 

Apart from the special institutions indicated 
above, ‘‘ambulatory’’ patients with this condi- 
tion come into contact with the medical profes- 
sion under the following circumstances where 
therapeutie measures are possible: in the out- 
patient departments of the large general and 
special hospitals, such as Guy’s Hospital, St. 
sartholomew’s Hospital, the National Hospital, 
and so forth (especially in the gastrointestinal 
and neurologic clinics), in the private practice 
of general practitioners, and, to a much less ex- 
tent, in such special clinies as the Institute of 
Medical Psychology and the Institute of Psycho- 
analysis. With the exception of the last two 
institutions, the treatment given the patient is 
surprisingly vniform—an indulgent smile, a few 
jocose admonitions against excessive drinking 
and a prescription directed toward the allevia- 
tion of the particular symptom that has led the 
patient to seek help in that clinic. At the In- 
stitute of Medical Psychology an honest attempt 
is made, within the limitations of time and per- 
sonnel, to review with the patient in regular 
interviews the factors that have contributed to 
his exeessive drinking and to exploit the re- 


sources of his personality in combating the crav- 
ing for satisfaction by means of drink. The 
same general approach with a more elaborate 
ritual and a:more intensive schedule of inter- 
views is in use at the Institute of Psychoanalysis. 
It is extremely difficult to evaluate the worth 
of this true psychotherapy of alcoholism. In 
the first place, its actual application is limited 
to a small portion of the total number of chronic 
drunkards, and, secondly, its efficacy in the eases 
to which it is admittedly applicable is uneer- 
tain because of the lack of data. At the Insti- 
tute of Medical Psychology only 5 out of 500 
consecutive admissions were chronic drunkards; 
3 of these were *‘improved’’ after 3 vears. Dr. 
Edward Glover of the Institute of Psychoanaly- 
sis stated that his experience was based on a 
study of only 9 eases of alcoholism. He would 
not attempt to say how many of these 9 cases 
were cured. 

Dr. J. Yerbury Dent, a general practitioner 
in London, has had many habitual drunkards as 
patients and has developed a method of con- 
ditioning them against aleohol by means of apo- 
morphine, which seems to offer certain advan- 
tages. It is an impersonal method applicable 
to any inebriate (without severe heart disease} 
that is willing to cooperate. It does not involve 
a long period of institutionalization with all the 
economie and social disorganization which that 
entails; it is said to be effective and can be 
counted on to ensure at least 6 months of absti- 
nence immediately, while the patient remains in 
his ordinary milieu and is economically produc- 
tive. Dr. Dent’s experience is based on the use 
of the method in about 80 cases. 


FRANCE 


The whole problem of chronic aleoholism in 
France is in a peculiar position owing to the 
importance of the liquor industry in the national 
economy and to the drinking habits of the 
French people. The social situation can be 
summed up briefly by stating that what legis- 
lative measures do exist for restricting the sale 
of drink are completely unenforeed and are 
probably unenforceable, and that educational 
and temperance propaganda is minimal and 
directed mainly against the distilled liquors 
rather than wine. 

For the treatment of the more severe cases 
of aleoholism and the alcoholic psychoses no spe- 
cial provisions exist. Such patients find their 
way to the various mental hospitals* where they 
receive the type of care that is ordinarily given 
the insane. No public or private asylums exist 
in France for the treatment of alcoholism alone. 

*For example, in Paris to l'Asile de Sainte Anne, where the 


treatment of an alcoholic described by Zola in l'Assomoir (pub- 
lished 1877) was about the same as he would receive today. 
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SWEDEN 


1. Restrictions upon the sale of liquor. The 
sale of aleoholic beverages in Sweden is a state 
monopoly, and such beverages can be procured 
only at the state liquor stores of which there is 
one in every district that authorizes it under a 
local option law. Three classes of beverages are 
recognized, according to their alcoholic strength: 
(1) beer, which may not exceed 3.2 per cent of 
aleohol by volume; (2) wine and other drinks 
of less than 20 per cent aleoholie content and 
(3) drinks the aleoholie content of which is 
ereater than 20 per cent. 

In order to buy liquor a person must register 
at the state liquor retail store in his district, 
which is the only place he can obtain it, and, 
if eligible, he is issued a small book in which 
a record is kept of the quantity and kind otf 
liquor sold to him. There is no restriction upon 
the amount of beer, or of wine under 20 per cent 
aleoholic content that can be purchased. Every- 
thing of over 20 per cent, however, is limited to 
a maximum 4 liters per month per person de- 
pending upon the person’s income. The usual 
monthly allowance is 2 or 3 liters, the full 4 
liters being permitted only to persons in the 
highest income brackets. The cost of drink is 
high because of a rather wide profit margin or 
duty, especially on spirits. Sales in restaurants 
are restricted to limited quantities if the aleoholic 


content is over 20 per cent, and liquor is sold 
only in conjunction with a bona fide meal. Most 
of the people with whom I discussed this system 
seemed to be agreed that it works well in actual 
practice, although, as would be expected with 
such stringent regulations, considerable traffic in 


illicit liquor is said to exist. This system of 
retailing alcoholic drinks is known as the Bratt, 
or Stockholm, system and was inaugurated in 
Sweden in 1916. 


Since 1928 the Swedish Government has been 
carrying out a comprehensive educational pro- 
gram that makes temperance teaching compul- 
sory in all schools. There are temperance guides 
for teachers and for students in the teachers’ 
training colleges, several series of charts for 
classroom use, other state subsidized publica- 
tions and talking motion pictures. These activ- 
ities have had the effect of reducing the con- 
sumption of liquer (the per capita consumption 
of aleohol is lower in Sweden than in any other 
European country) and are reflected in changes 
in the interesting drinking habits and customs 
of the Swedish people. 

+tRecent legislation in Denmark (1933) and Norway (1935) 
regulating the treatment and care of chronic drunkards is 
modeled on the Swedish system and is without unusual features. 
The Norwegian law has not yet become operative because of lack 
of funds to provide adequate institutions. The sale of liquor 


in Denmark is regulated by high taxation and a yearly reduction 
in the amounts of drink thrown on the market. 


2. The means by which the chronic drunkard 
is placed in the hands of persons qualified to 
treat the disease. The central or pivotal agenc) 
in each Swedish community for the control of 
aleoholism is the local official temperance boari| 
(Nykterhetsniimnd), a nonmedical authority ap- 
pointed by the city council and possessing wide 
powers, which enable it to act as an effective 
clearing house for all problems of aleoholism in 
its community. Cases of alcoholism are referred 
by hospitals, relatives, police, social agencies, 
and so forth, to the temperance board, which 
has, in the larger ‘cities, a permanent office or 
clinie with a staff of social workers and stenog- 
raphers. It is prepared to deal definitively with 
each individual drinker and the many compli- 
cated economic, social and medical problems that 
arise in his family. Much of the generally 
acknowledged success that the temperance 
boards have had seems to be due to the fact 
that they can, on their own authority alone, 
send patients to the special state institutions 
for the treatment of alcoholism, and that they 
are concerned with alcoholism exclusively—that 
is, the problem of handling alcoholism is com- 
pletely separated from that of all other types 
of mental disease. 

When a patient is referred to the temper- 

ance board his condition and situation are thor- 
oughly investigated by one of the board’s so- 
cial workers, a detailed case record is made, and 
the case is presented by the worker to the board, 
which then decides what the program for that 
patient will be. I was fortunate in being able 
to attend two meetings of the Stockholm board. 
The elasticity and wide range of methods for 
dealing effectively with each individual case 
were impressive, and varied from friendly ad- 
vice with amelioration of some social or economic 
problem to commitment to one of the state insti- 
tutions for alcoholism, a procedure usually re- 
served for a last resort after other less drastic 
methods have been tried first. The one major 
criticism that I would make of the Swedish tem- 
perance board system is that its personnel is non- 
medical. The inclusion of a competent psychi- 
atrist would tend to increase the validity of the 
board’s decisions, since many of the problems 
with which it has to deal are of a medical and, 
frequently, of a psychiatric nature. 
4. Methods used in treating chronic alcoholism. 
There are at present in Sweden ten state hos- 
pitals devoted exclusively to the treatment of 
chronic alcoholism. Besides Kurén, a_hospi- 
tal for voluntary male patients, there is one for 
female patients, one for criminal drunkards, 
and seven others for involuntary male patients. 
I visited Kurén and Venngarn, which is said 
to be typical of this last group. The combined 
capacity of all these hospitals is about 700 beds, 
and there is said to be a need for at least 200 
more. 
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Kurdn, the Salvation Army’s institution for 
male inebriates, is a colony on an island of about 
370 aeres. It is situated on Lake Malaren near 
the village of Sandviken, 47 kilometers from 
Stockholm. The colony was founded in 1912 
and sinee 1916 has been a part of the state hos- 
pital system for the treatment of alcoholism 
‘subsidized by the state), although it has been 
from the beginning completely under the man- 
avement of Salvation Army personnel. 

There are accommodations for about 80 male 
patients. These are mostly double rooms in 
small, attractive, separate cottages. There are 
two larger central buildings, one of which con- 
tains the administrative offices, kitchen and din- 
ing hall and the other the recreation hall and 
chapel. In addition there are smaller struc- 
tures devoted to farming purposes, a blacksmith 
shop, a earpenter’s shop and a shoemaker’s shop. 

Patients are admitted on a voluntary basis 
only and with a rigid understanding that they 
are to remain for 1 year. These conditions 
result in a selected group of patients at Kuroén 
as compared with the other groups at the non- 
voluntary state alcoholic hospitals and the a 
priori expectation of a higher percentage of 
cures at Kuron. 

Life in the colony consists of a highly organ- 
ized routine of farm work, work in the severai 
special shops, games and good food, plus the 
peculiar brand of colorful religious influence 
that the Salvation Army exerts. The personnel 
feels that the success or failure of the patient’s 
‘cure’’ during his sojourn depends upon his 
conversion, an emotional experience because of 
which he acquires a special relation to ‘*‘God 
and the Gospel’? and is made a different man 
for the rest of his life. Great emphasis is placed 
upon total abstinence. Moderate drinking is 
distinguished from heavy drinking only as a 
different degree of the same sin and earries 
about the same stigma. Mrs. Lund, the acting 
direetor, told me that about 40 per cent of their 
patients are permanently cured. 

Venngarn, the largest state hospital for in- 
voluntary male patients with chronic aleohol- 
ism, is located near Sigtuna, a small farming 
community about 50 kilometers from Stockholm. 
In addition to two large modern dormitories 
and the offices of administration, the latter be- 
ing located in a renovated sixteenth century 
castle, there are numerous shops, barns and 
other farm buildings. There are aecommoda- 
tions for 125 patients, most of whom have been 
sentenced to a period of from 1 to 3 years’ treat- 
ment by Stockholm temperance boards. Venn- 
varn differs from the colony at Kurén in severai 
ways. It is much more ‘‘institutional’’, the 
patients living in dormitory wards instead of 
in cottages. Furthermore, there is nothing to 


correspond to the religious influence of the Sal- 


vation Army. Otherwise the routine of life 
for the patients appears to be about the same 
at the two places and is divided between farm 
work and the various special occupational 
groups, printing, shoemaking, metal work, an< 
so forth. In this regard it is interesting to note 
that the percentage of cures is approximately 
the same at Venngarn as at Kuroén in spite of 
the advantages of selected patients, picturesque 
setting and religious fervor, which the latter in- 
stitution possesses. According to Mr. Géransson, 
who was director of Venngarn for 10 years be- 
fore being recently appointed head of the 
Swedish prison system, about 30 per cent of the 
patients are permanently abstinent, 30 per cent 
are ‘‘improved’’ and the rest are not changed. 

Quite apart from the subject of the therapy 
of chronie alcoholism was my visit to the labora- 
tory of medical chemistry and an interview with 
its director, Professor E. M. P. Widmark, at 
the University of Lund. In 1922 Profes- 
sor Widmark devised an ingenious modifica- 
tion of Nicloux’s method for the determination 
of the amount of alcohol in very small quanti- 
ties of blood (0.1 ce.), which, with certain modi- 
fications, has come into general medical and 
medicolegal use, especially in the German speak- 
ing countries and in Seandinavia. In addition 
to this test a fair amount of the experimental 
work upon which our present ideas concerning 
the metabolism of alcohol are based has been 
done in Professor Widmark’s laboratory. 


GERMANY 


Germany, in contrast to Sweden where the 
present system of alcohol control has been in 
effect for 20 years, is at the present time in the 
midst of a profound social reorientation and re- 
organization. This is obvious in the field of al- 
cohol work where the changes that are going 
on seem to be typical of what is taking place 
in every aspect of the national life. Essentially 
all activities having to do with alcoholism and 
drug addiction are being nationalized and _ in- 
corporated into a single subdepartment (Reichs- 
arbeitsgemeinschaft fiir Rauschgiftbekiimp- 
fung) in the public health division of the Min- 
istry of the Interior. This central, directing 
subdepartment will, when organization is com- 
pleted, have district branches and subbranclies 
in every region of the country and will act as 
a clearing house and coordinating ageney for 
everything pertaining to alcoholism and drug 
addiction. 

1. Restrictions upon the sale of liquor. At the 
present time in Germany the taxation of al- 
coholic beverages is regarded primarily as a 
source of national revenue. Regulations of the 
conditions and hours of sale are concerned main- 
ly with preventing adulteration and safeeuard- 
ing the interests of the trade and not, as in 
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England, with limiting consumption and modi- 
fying the drinking habits of the people. 
“In contrast, however, to the relatively poor 
development of these means of limitation are 
the extremely refined and probably effective ed- 
ucational methods and propaganda directed to- 
ward the same ends. At present this constitutes 
the main activity of the Reichsarbeitsgemein- 
schaft fiir Rauschgiftbekimpfung, which dis- 
seminates literature and information upon ai- 
eoholism and, operating through schools and 
such quasi official organizations as the Hitler 
Jugend, is able to bring to a focus effectively 
and officially those influences that tend to- 
ward temperance. As a part of this function 
the Reichsarbeitsgemeinschaft fiir Rauschgift- 
bekiimpfung has assumed a directing and ¢o- 
ordinating role in relation to the activities of 
the several, formerly private, societies* engaged 
in this type of work. It is eliminating duplica- 
tion of effort, effecting economies and increasing 
the general efficiency of the whole antialcoholic 
movement. Although the process is still in the 
organizing stage, it is clear that what is taking 
place is the complete socialization of this move- 
ment and its incorporation into the state pub- 
lic health service. 
2. The means by which the chronic drunkard is 
placed in the hands of persons qualified to 
treat the disease. There is at present no sin- 
gle agency comparable to the Swedish temper- 
ance board that acts as a clearing house in 
each community for individual drunkards. 
Ultimately it is expected that the local office of 
the Reichsarbeitsgemeinschaft fiir Rauschgift- 
bekampfung will serve that function. At the 
present time, however, alcoholic patients drift 
into the hands of the medical profession via the 
police, the several social agencies, friends and 
relatives. 
3. Methods used in treating chronic alcoholism. 
For all practical purposes there is only one thera- 
peutie approach to severe chronic alcoholism in 
Germany today, and that is the surgical ap- 
proach—sterilization. To understand how this 
state of affairs has come about, it is necessary 
to realize the extent of the ideological reorienta- 
tion that has taken place and to appreciate the 
historical events that have made that reorienta- 
tion a national psychologic necessity —a dis- 
cussion somewhat beyond the scope of this re- 
port. In Germany the community and the race 
are everything, whereas the individual is only 
the bearer and transmitter of a quantum of 
‘*Aryan blood’’ upon the ‘‘purity’’ of which 
the destiny of the German people is supposed 
*The direction of the following organizations has been taken 
over by the Reichsarbeitsgemeinschaft fiir Rauschgiftbekimpfung: 
(1) Der Deutsche Verein gegen den Alkoholismus; (2) Der 
Deutsche Guttempler-Orden; (3) Die Evangelische Reichsarbeits- 
gé@meinschaft zur Bekimpfung der Alkoholnot; (4) Die Hoheneck- 
Zentrale (Kreuzbund, Reichsverband Abstinenter Katholiken) ; 
(5) Deutscher Bund fiir Alkoholfrei Kultur; (6) Frauengruppe 


der Vereine gegen Alkoholismus in Deutschen Frauenwerk; 
(7) Deutscher Bund zur Bekiimpfung der Tabakgefahren. 


to depend. This essentially biologie orienia- 
tion logically justifies the sterilization of those 
drunkards whose aleoholism is derived from 
hereditary defect, and constitutes a long range 
point of view, the object of which is preven- 
tion rather than treatment. Beyond this, it is 
a matter of relative indifference whether the in- 
dividual drunkard, after having been rendered 
incapable of transmitting his ‘‘drink-causing”’ 
taint, quietly drinks himself to death. As stated 
by Dr. Skalweit of the University Psychiatrie 
Clinie at Rostock, ‘‘Surely it can be of no mo- 
ment to us if the really incurable habituated 
alcoholist, as he is designated by the Law for 
the Prevention of Hereditarily Diseased Off- 
spring, finally suecumbs to liver, kidney or other 
organic damage—indeed, we can most earnestly 
wish that this end should come early instead of 
being irrationally postponed by ever repeated 
institutional efforts at therapy which only lead 
to backsliding immediately after discharge.’ 

With this general shift in orientation that 
effects the thorough subjugation of the indi- 
vidual to the supposed biologie interests of 
the community as a whole, there has resulted 
an almost complete dissolution of the facilities, 
built up so laboriously during the past halt- 
century, for treating individual drunkards. The 
municipal Fiirsorgestellen that had acted as 
small strategically located clinics for the psy- 
chiatrie and social management of chronic al- 
coholies were discovered early in the existence 
of the present regime to be centers of ‘‘sub- 
versive activity’? and were therefore converted, 
under new management, into diagnostic sta- 
tions for determining which drunkards should 
be sterilized and arranging for the operation. 
They also disseminate antialeoholic propaganda 
from the public health service. 

The various hospitals, public and private, 
that had played so active a role in adding to 
our knowledge of the pathology of alcoholism 
and of methods for the rehabilitation of the in- 
dividual drunkard, have fallen upon evil days. 
The beautiful walls (appropriately decorated 
with bacchanalian scenes by alcoholic patients) 
of the assembly room at the Wittenauer Heil- 
stiitten, the former fountainhead of German tem- 
perance work, are now lined by sullen psycho- 
paths, imbeciles and staring schizophrenics 
awaiting occlusion of their spermatic ducts. St. 
Kamillushaus at Essen-Heidhausen, a Catholic 
institution run by the Kamillus Brothers for the 
reclamation of drunkards by religious and social 
influences, with facilities for occupational ther- 
apy and quarters equipped to accommodate over 
a hundred patients, is struggling to survive with 
a census of between 20 and 30, while the 
Psychiatrische und Nervenklinik of the Charité 
Krankenhaus in Berlin (where over 30 years 
ago Karl Bonhoeffer, still professor, made his 
classic analysis of the acute psychoses of the 
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chronie drinker) has become the happy hunting 
eround of the genitourinary surgeon. 

Of interest, quite apart from the general sub- 
ject of chronic aleohclism, is the medicolegal 
laboratory of Professor R. Hey at the Uni- 
versity of Frankfurt where a blood alcohol de- 
termination service is being created for the use 
of the regional police. The police are furnished 
with empty containers, instructions and blank 
forms for supplying pertinent data regarding 
the blood sample sent to the laboratory. The 
juridical value of knowing the concentration of 
alcohol in the blood of persons implicated in in- 
dustrial and traffic accidents is being more and 
more appreciated, and the utilization of this 
service is rapidly increasing. A modified Wid- 
mark technie is used for the aleohol determina- 
tion, 


AUSTRIA 


My principal purpose in visiting Austria was 
to become acquainted with the work of the al- 
coholie division of the Vienna Heil- und Pfle- 
veanstalt, ‘‘ Am Steinhof’’ and with its director, 
Dr. Ernst Gabriel, who is one of the most pro- 
lifie writers on chronic alcoholism in the Ger- 
man literature. 

‘‘Am Steinhof’’, the community mental hos- 
pital of Vienna, is located at the western out- 
skirts of the city and consists of the customary 
‘institutional’? two and three story buildings 
for wards, administration, shops, and so forth. 
It is equipped to handle about 1,500 patients. 
The ‘‘aleoholic’’ division, which is quite sep- 
arate physically from the rest of the hospital, 
having its own buildings, gardens and shops, 
was started in 1922 by Rudolph Wlassak, who 
was director until his death in 1931 when he 
was succeeded by Dr. Gabriel. There are at 
the present time accommodations in this divi- 
sion for 70 male and 14 female patients. The 
general atmosphere of the place is distinctly 
‘‘institutional’’, spotlessly clean, bright, cheer- 
ful and generally rather comfortable. 

Patients are admitted in two main categories: 


(1) Involuntary basis——Upon the certifica- 
tion of a city police physician (the county physi- 
cian, in rural districts) a patient in this group 
may be detained for a year. 

(2) Voluntary basis.—Suitable patients who 
enter voluntarily are accepted at a rate of 60 
cents per day, provided that they agree to stay 
for 6 months. 


3y far the majority of aleoholie patients that 
come to ‘‘Am Steinhof’’ remain in the generai 
psychiatric wards, and only the most promis- 
ing among them are selected for the alcoholic 
division. The prognostic points that are con- 
sidered in selecting patients for this special di- 
vision are of some interest, being based on the 
extensive experience of the past 10 years. They 


are all negative points calculated to eliminate 
the types that are known to do poorly. The 
following alcoholic patients are excluded: 


(1) Those with psychotic symptoms, whether 
functional or organic. 

(2) Patients who are over 55 years old or 
those whose heavy drinking started before they 
were 20. 

(3) Patients with unsettled or unsatisfac- 
tory domestic conditions. The attitude toward 
drinking of the wife or husband of the patient — 
is extremely important. 

(4) Patients who are employed in the liquor 
industry and are unable to change their work. 

(5) Patients in poor physical condition. 


It is felt that a moderately low intelligence 
level need not influence the prognosis unfavor- 
ably. Although chronie drunkards are general- 
ly characterized everywhere by all sorts of good 
resolutions and protestations that they will mend 
their ways, Dr. Gabriel feels that a sincere de- 
sire to be cured and a certain understanding 
of and sympathy with his therapeutic program 
are favorable prognostic signs in the absence 
of any of the above listed indications for ex- 
clusion. 

After his admission to the alcoholic division 
of ‘‘Am Steinhof’’, the patient is fitted into a 
rigidly strict therapeutic routine directed to- 
ward absolutely total abstinence for the rest 
of his life. Considerable stress is laid upon this 
point of total abstinence as the only possible 
satisfactory goal of therapy, as it is felt that 
so-called ‘‘moderate’’ drinking is an impossi- 
bility for those that have once been excessive 
drinkers. The following points indicate the 
general principles used in handling the alcoholic 
patients: 


1. The consumption of alcohol is stopped 
abruptly upon admission, and no alcohol in any 
form is ever administered thereafter. This has 
never led to severe withdrawal symptoms or to 
delirium tremens. 

2. Sedatives and medication directed toward 
the alleviation of symptoms due to alcoholism 
(insomnia, gastritis, and so forth) are avoided 
purposely, since these symptoms usually disap- 
pear without medication in the course of a few 
days of total abstinence, and the patient is thus 
easily convinced that the symptoms were caused 
by alcohol. 

3. The establishment of a close personal re- 
lation between the patient and one of the physi- 
cians with frequent interviews and opportuni- 
ties for talking over worries and problems and 
giving encouragement. For this purpose the di- 
vision is greatly understaffed, there being only 
Dr. Gabriel and one assistant, both of whom 
are, however, resident and at the hospital most 
of the time. 
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4. Carefully regulated hygiene and daily 
routine with an abundance of good plain food 
and 7 hours of daily work (gardening, car- 
pentry, writing, drawing, bookbinding, house- 
work). 

5. Regular Sunday afternoon consultations 
with the patients’ relatives, with the idea of 
making the purpose and methods of the ‘‘eure’’ 
clear to them and enlisting their cooperation. 

6. After the ninth week of hospitalization, 
the patient spends one or two afternoons a week 
at his home. Each time that he returns to the 
hospital a blood aleohol determination is made 
(Widmark method) but no questions are asked. 
The patients are said to develop a healthy re- 
spect for this test, the thought of which seems 
to exercise in most instances a salutary restrain- 
ing influence upon them during their afternoons 
away from the institution. 

7. At the time of each patient’s discharge 
from the hospital, arrangements are made for 
him to become a member of the Abstinence 
Union, ‘‘Future’’, which is a sort of alumni or- 
ganization composed exclusively of former pa- 
tients of the alcoholic division of ‘‘Am Stein- 
hof’’. This club was founded in 1926 by Wlas- 
sak to provide an alcohol-free social life and 
fellowship for former patients and as one means 
for the physician to keep in touch with them 
after their discharge. In the 10 years of its ex- 
iscence the abstinence club has grown from an 
average attendance of 50 to 135 members and 
their families at the weekly evening meetings 
(lectures, dances, excursions, movies, and 
forth). 

From its founding in October, 1922, until Oc- 
tober, 1933, about 1,000 patients have been treat- 
ed in the aleoholie division of ‘‘Am Steinhof’’ 
along the lines indicated above. Of these, 32 
per cent were ‘‘cured’’, that is, have remained 
totally abstinent to date (at least 2 years); 13 
per cent were ‘‘improved’’, that is, while not 
totally abstinent, have not returned to exces- 
sive drinking and have managed to hold their 
jobs; 41 per cent were unimproved; and con- 
cerning 14 per cent the results are unknown. 


sO 


SWITZERLAND 


A comparison of the social mechanism for 
dealing with chronic aleoholism in Switzerland 
with that in Sweden yields some interesting sim- 


ilarities and differences that are, I suppose, 
reflections of the temperaments and national 
traits of the two countries. Both Switzerland 
and Sweden are highly civilized and mature 
nations, and, in both, chronie aleoholies are prob- 
ably treated with equal efficiency and thorough- 
ness ; yet, in Sweden, a centralized, constitutional 
monarchy, the antialeoholie movement is social- 
ized, official and a part of the structure of the 
state, while in Switzerland, a decentralized loose 


confederation of 25 tiny, self-governing cantons. 
the problem of drunkenness has been approached 
from the beginning by private societies and in- 
dividual, nonofficial initiative. 

1. Restrictions upon the sale of drink. ti 
Switzerland the retail liquor trade is’ essen 
tially a federal menopoly locally administered 
by the cantonal governments. One tenth 
the revenue in each canton is required by law 
to be used as a subsidy for privately organized 
and administered antialeoholic organizations and 
for the treatment of chronic aleoholies in the ean- 
ton from which it is derived. Although full local 
option does not exist, there is considerable varia- 
tion from canton to canton in the conditions 
governing the sale of drink. Since this means 
of controlling consumption has not been espe- 
cially developed anywhere in Switzerland and 
shows no unusual features, it is not proposed 
to discuss it further here. 


ot 


One means of limiting the consumption of 
alcohol, which is peculiarly Swiss, having orig- 
inated and reached its highest development in 
Switzerland, is the system of ‘‘alcohol-free’’ res- 
taurants and temperance hotels. The existence 
of these institutions, which are in no respect in- 
ferior to ordinary public houses, being conven- 
iently located and well-appointed, with good serv- 
ice, good food and reasonable prices, permits 
one to eat in public without feeling obliged 
(or tempted) to drink as a concession to custom 
or out of considerations of hospitality, since so- 
cial forces and conventions are perhaps stronger, 
so far as drinking habits are concerned, on the 
Continent than in England or America. These 
temperance restaurants are to be found all over 
the country but more especially in the north and 
east. The largest organization, Der Ziiricher 
Frauenverein fiir Alkoholfreie Wirtschaften, 
owns and operates a chain of eighteen restau- 
rants in Zurich in addition to running the eight 
municipal bathing establishments, and refresh- 
ment canteens at the university and on the mil- 
itary drill grounds. The system is able, in free 
competition, to make a substantial annual profit 
which is contributed to the Swiss Foundation of 
Temperance Communal Houses. 

2. The means by which the chronic drunkard 
is placed in the hands of those qualified to 
treat the disease. The first Swiss dispensary 
or Fiirsorgestelle fiir Alkoholkranke was started 
at Zurich in 1911. It was to deal mainly 
with the large mass of habitual drinkers that 
do not realize that they are drunkards and, be- 
ing unaware of their own decreasing physical 
and mental efficiency, see no need for institu- 
tional treatment. Created entirely by nonofficial 
private initiative, without religious or political 
affiliations, its social value was almost immedi- 
ately appreciated by the city authorities, who 
have made annual contributions from the city 
funds toward its support ($16,000 in 1935, 
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vhich covered a little more than half the op- 
erating expenses for that year). Since the 
rounding of the Zurich e¢linie other Fiirsor- 
-estellen have been started in other Swiss 
-ities and towns, more particularly in German 
northern) Switzerland, until today there are 
about seventy of them (with a federal associa- 
‘ion of Fiirsorgestelle workers) dealing with 
about 2,500 new cases annually. 

The Swiss Trinkerfiirsorgestellen act as cleay- 
ing houses, centers of information and clinics 
for all matters pertaining to chronic alcoholism 
in their communities. They have in practice 
most of the functions of the Swedish temper- 
ance board but none of the powers of the latter. 
Their aetivities can be summarized as those of 
« liaison office between the drinker and his fam- 
ily on one side and the abstinence societies, so- 
cial service, and the official administrative and 
judicial institutions on the other. First of all 
the Fiirsorgestelle, or dispensary, is an in- 
formation office where the families of a habitual 
drunkard can go for free advice without setting 
into action official, often cumbrous and inflex- 
ible, machinery. Contact is then made with the 
drinker himself, and there follows a thorough 
investigation of his history and situation. Tact- 
ful attempts are made to gain his confidence, to 
vive him insight into his condition, to convince 
him that the solution of his difficulties lies in 
total abstinence and to put him in touch with 
an abstinence society where he will be apt to 
find congenial companionship and activities. If 
there are medical, economic, legal and_ social 
difficulties, they are remedied or alleviated. If 
the case is one where a period of internment 
‘voluntary or involuntary) is ealled for, the dis- 
pensary arranges for it, and after the patient’s 
discharge is in a position to follow him, to pro- 
vide encouragement and assistanee and to rein- 
force and prolong his good intentions and reso- 
lutions. In addition to these activities dealing 
with the individual drunkard, the Fiirsorge- 
stellen act as community centers for the dis- 
semination of antialcoholic propaganda and ed- 
ucation. 

Tne Swiss system, unofficial, loosely organized 
and informal as it is, seems to work about as 
well as the Swedish. The fact that the Fiir- 
sorgestellen are private agencies often appears 
to be an advantage in obtaining the confidence 
and cooperation of the patients, while little au- 
thority in actual practice is really lost through 
lack of theoretical official status. 


3. Methods used treating chronic alco- 
holism. There are in Switzerland at present 
about forty institutions for the treatment of 
alcoholism. Many of these are private and 


receive patients only on a voluntary basis. Oth- 
ers are cantonal and are equipped to care for 
criminal aleoholics and involuntary patients. 
Some are under lay direction, others medical. In 


spite of the wide varieties of organization and 
direction, however, a surprising uniformity in 
methods and principles of handling the ‘prob- 
lem of chronic alcoholism is found to exist. In 
veneral the same ideas that govern the man- 
agement of alcoholic patients at ‘‘Am Stein- 
hof’’? in Vienna are found to prevail here: (1) 
the necessity for a prearranged definite period 
of internment (6 months for the milder cases, a 
year or more for more severe ones); (2) imme- 
diate cessation of all aleohol upon admission 
and no tapering off; (3) utilization of collec- 
tive and individual approaches, occupational 
therapy, and so forth; (4) intensive follow-up 
contacts after the period of internment. The goa! 
toward which all the activities are directed is 
total abstinence for the remainder of the patient's 
life, since it is felt that, for a person who has 
once been an excessive drinker, ‘‘moderate’’ 
drinking is impossible; the only choice is be- 
tween abstinence and excess. 

The first and best known of the private al- 
coholic colonies is Ellikon, with the founding 
of which in 1889 by Professor Forel the modern 
era in the treatment of chronic alcoholism may 
be said to have commenced. It is largely due 
to the influence of Forel and Bleuler and the 
Zurich group and their experience at Ellikon 
that the present methods of institutional treat- 
ment of alcoholism in Seandinavia and Cen- 
tral Europe have been developed. Ellikon is 
located about 70 kilometers northeast of Zurich 
and 3 kilometers from the village of Islikon, 
which is the nearest rail connection. There are 
pleasant accommodations for 40 patients in two 
attractive three-story stucco buildings, in ad- 
dition to printing, carpentry and_ blacksmith 
shops, barns and farm sheds. There are the 
resident director or ‘‘house father’’, Herr Eeli, 
a layman trained in social work, his wife, who 
supervises the kitchen, and a small staff of ab- 
stinent employees. Most of the work (farm- 
ing, repairing, printing) is done by the patients 
themselves. Patients are accepted only on a vol- 
untary basis at daily rates of from $1 to $2, and 
after they have signed an agreement to remain 
for 1 year. The routine of life and the thera- 
peutie aim at Ellikon differ only in minor de- 
tails from those at the Swedish state alcoholic 
hospitals. Indeed the physical resemblance to 
Venngarn and the same ‘‘social service atmos- 
phere’’ were striking although the Swedish in- 
stitution is about three times as large. Ellikon 
being a small institution, the director is better 
able to develop a strong personal feeling be- 
tween the patients and himself, and, with this 
friendly relation as a basis, almost every variety 
of social, moral and ethical influence is brought 
to bear, collectively and in informal interviews, 
to convince the patient that his only hope lies 
in continued and total abstinence. The utiliza. 
tion of this ‘‘one big family’’ idea plus the 
usual farm work and occupational therapy, and 
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a earefully organized daily routine make up 
the program at Ellikon. The monthly journal, 
Der Freund, the official organ of the Swiss 
Abstinence Union, is printed by the patients. 
When a patient is discharged it is arranged 
for him to become a member of the branch near- 
est his home of the Swiss Abstinence Union, 
Sobrietas, and each summer the ‘‘alumni’’ 
come back for a weekend of festive, nonalcoholic 
reunion with speeches, testimonials and renewals 
of acquaintanceship with old friends with whom 
they had taken the cure. Ellikon, being located 
in a fairly remote and somewhat inaccessible 
rural district and with patients drawn from all 
over Switzerland, is less able to maintain a 
direct follow-up program than is a place like 
‘“Am Steinhof’’ where the patients come from 
a relatively small, thickly populated area with 
good transportation facilities. 

In spite of the fact that the patients at El- 
likon are a rather more selected group than 
those at ‘‘Am Steinhof’’, the results seem to be 
about the same in the two places, 50 per cent 
cured or improved and 50 per cent unimproved. 
In fact, it is interesting that where reliable in- 
formation is available these figures seem to hold 
in a general way in all the Swedish and Central 
European institutions for treating alcoholies, 
whether the patients be voluntary or involun- 
tary, the direction lay or medical and whether 
the therapeutic approach be colored by a reli- 
gious point of view. 

GENERAL COMMENT 

One main impression stands out in my mind 
as a result of my having made the foregoing 
necessarily hurried and incomplete survey—in 
no place is the problem of the treatment of 
chronic alcoholism being attacked in an objec- 
tive, dispassionate and experimental manner. 
There is no doubt that drunkards are being 
treated, often successfully ; but to epitomize, per- 
haps unfairly, in Sweden social workers, in 
Germany the geneticists, in Switzerland the 
moralists, and in Vienna an overworked psychi- 
atrist do the actual work, while in England the 
community has a laisser faire attitude and no one 
is responsible. Nowhere, however, is the treat- 
ment being carried out under conditions that 
permit of comparative evaluation. 


In fact, the whole field of alcohol work is 
characterized by lack of effective cooperation and 
intelligent direction. In Sweden, Professor Wid- 
mark, largely as a result of having devised his 
test for determining the concentration of al- 
eohol in the blood, drifted by a side door into 
the field of aleohol metabolism. He has had no 


access to clinical material, nor has he any way 
of appreciating the biochemical needs and prob- 
lems of the clinician dealing with alcoholic pa- 
tients. In Germany Professor Hey has been try- 
ing to adapt the Widmark test to the needs of 


the local police but has encountered an obstacle, 
which he has neither the knowledge nor the 
equipment to overcome, in the pharmacopsycho 
logic problem of trying to determine the leve| 
of blood aleohol concentration above which » 
man is drunk, with all its medicolegal imp|i- 
cations, and below which he is sober. And in 
Vienna Dr. Gabriel, who has the interest, the 
knowledge and the clinical material to make 
a decisive contribution to Professor Hey’s prob- 
lem, scarcely knows of its existence and is sv 
handicapped by routine work and lack of bio- 
chemical facilities that any experimental psy- 
chologie research involving numerous blood al- 
cohol determinations is out of the question. Ex- 
amples of lack of organization, such as the above, 
undoubtedly could be multiplied many times not 
only in aleohol work but in the whole realm of 
‘*seientific’’ research. The fact remains, how- 
ever, that these three men—Widmark, Hey and 
Gabriel—working together with pooled resources, 
laboratories and interest could have settled lone 
since, so far as medicolegal needs are coneernedd, 
this particular problem. 


It seems to me that the problem of how to 
treat any individual chronie drunkard ean be 
approached objectively and experimentally, 
given suitable facilities. At one time or another 
practically every form of therapeutic approach 
has been successful, religious conversion, psy- 
choanalysis, apomorphine contraconditioning, 
hyposis, abstinence clubs, legislative and eco 
nomic reforms, the several varieties of institu 
tional routine—all have their coterie of enthn 
silastic advocates, all are fanatically intolerant 
of any approach but their own, and doubtless 
all may have a, place in a rational therapy of 
chronic alcoholism. Yet it is apparent that the 
drinker who is reformed by the Salvation Army 
technic is not the type that the psychoanalyst 
can help, and vice versa, so that the problem 
becomes one of determining the variety of thera- 
peutic approach best suited to the personality 
and situation of any given individual drunkar«. 
With the methods for evaluating personality 
that are available today it should be possible 
to ascertain experimentally the type of drunk- 
ard that responds, for example, to religious con- 
version as contrasted with the type to whem an 
abstinence club would successfully appeal. It 
is only when this has been done that the form 
of therapy to be used in any particular indi- 
vidual can be chosen rationally as the one most 
likely, in view of his intelligence level, charac- 
ter traits, and social situation, to be effective 
in his ease. 

If there could be created an Institute for the 
Study of Alcoholism where the biochemist, the 
internist, the psychologist, the anthropologist, 
the psychiatrist and, possibly, the theologian, 
working cooperatively could each bring to a 


common focus, on the manifold problems of 
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alcoholism, his own special knowledge, then it 
should be possible to remove from this field some 
of the ignorance, prejudice and charlatanry 
that characterize it today. Such an institute 
would provide a place where, under standard- 
ized conditions, the different methods of hand- 
ling drunkards could be tested and compared. 


BY JOHN A. 


HE treatment of the sometimes intractable 

edema in the nephrotie stage of subacute or 
chronic nephritis has long been a difficult thera- 
peutie problem. It is well .known that this 
edema frequently responds to the usual di- 
ureties, sometimes disappears spontaneously as 
a result of ill-defined causes or is susceptible to 
nonspecifie protein therapy, the onset of infec- 
tion, and so on. Frequently, however, the physi- 
cian is baffled by the persistence of heavily water- 
logged tissues, ascites and hydrothorax in spite 
of all the usual diuretic measures. The im- 
mediate outlook of the nephrotie picture usually 
is good, provided that the patient does not 
meanwhile succumb to the various infections to 
which the edematous tissues seem especially vul- 
nerable. This consideration, in addition to that 
of the patient’s comfort, makes the removal of 
fluid a factor of prime importance in the man- 
agement of the condition. 

The cause of nephrotic edema is the heavy 
albuminuria that leads to a marked depletion 
of the proteins of the blood plasma. The econ- 
sequent fall in colloid osmotic pressure (oncotic 
pressure) of the plasma causes a leakage of 
fluid from the blood into the tissue spaces. It 
would seem that the ideal method of combating 
such edema would be by restoration of the on- 
eotie pressure of the plasma. This has been 
attempted by feeding of high protein diets and 
by blood transfusion, both of which have proved 
beneficial in some cases and of little or tem- 
porary avail in others. The first suecessful use 
of an inert, foreign colloid for this purpose was 
reported in 1933 by Hartmann and his collabo- 
rators,, who obtained excellent diuretic results 
from twenty-seven injections of gum acacia in 
6 cases of nephrotic edema. They emphasized 
the necessity of giving the gum in large enough 
doses for therapeutic effect, and recommended the 
slow intravenous injection of a 15 to 30 per cent 
solution of acacia until the total dosage of 1 
gram of the drug per kilogram of body weight 
is reached. This would give about a 2 per cent 


*From the Medical Service of the Peter Bent Brigham Hos- 
pital, and the Department of Medicine, Harvard Medical School. 


tBoone, John A.— Assistant resident physician, Peter Bent 
Brigham Hospital. For record and address of author see 


“This Week's Issue,”’ page 308. 
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concentration of the gum in the blood plasma. 
The injection was repeated one or more times 
on subsequent days if the first one was not sue- 
cessful, and if edema returned. They believed 
the injection of adequate amounts to be especial- 
ly important because the acacia was found to 
dilute the proteins even more by causing a con- 
siderable increase in blood volume. 

Reactions to this foreign substance were found 
to be few and inconsequential if care was used 
to obtain clean acacia. The solution was either 
made up freshly or ‘‘preserved’’ by making it 
up in normal saline solution instead of distilled 
water; the solution was allowed to run into the 
vein slowly. In 1935 Barach and Boyd? re- 
ported 2 cases of nephrotic edema successfully 
treated with acacia, neither of which had any 
residual evidence of nephritis after a short fol- 
low-up period. Hartmann and Perley® in 1956 
reported further examples of the use of acacia 
for this purpose. 

Austin and McGuinness‘ described the trial 
of one injection of acacia, in a patient with 
nephrotic edema, that produced alarming symp- 
toms of headache, chills, transient hypertension 
and pulmonary edema, which were relieved by 
venesection. In discussing their paper they 
point out that a very large dose of acacia was 
given, and that the gum solution had contained 
2 per cent sodium chloride and had been given 
too rapidly, so that the sudden increase in blood 
volume that resulted had embarrassed the pa- 
tient’s circulation. 

Andersch and her collaborators*:° reported 
experimental and necropsy evidence that a cer- 
tain proportion of the injected acacia was stored 
in the liver and other organs and slowly ex- 
ereted. They felt that this storage must neces- 
sarily be harmful but adduced no conclusive di- 
rect evidence to that effect. Evidence of its per- ° 
sistence in small quantities in the blood over a 
long period of time was presented by Keith, 
Power and Wakefield® and by Hartmann and 
Perley,® but no adverse effects were noted. 

Maytum and Magath’ reported a mild anaphy- 
lactic reaction to a second injection of acacia 7 
months after the first, although the patient had 
negative skin tests to the gum before each in- 
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jection. They were able to sensitize twelve of 
nineteen. guinea pigs to the gum, obtaining re- 
actions varying from mild symptoms to death. 


Another instance of the anaphylactic potentiali- 
ties of acacia was reported by Spielman and 
Baldwin,* who described a case of asthma, caused 
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These authors, however, mentioned that thou- 
sands of intravenous injections of acacia for 
surgical shock have been given uneventfully over 
a period of 10 to 12 years at the Mayo Clinie. 


by acacia, in a candy worker. The specifie sen- 
sitization was proved by history, skin test and 
passive transfer experiments. 

A new quantitative method of determining 
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acacia in blood was recently described in a pre- 
liminary report by Keith, Power and Wake- 
fi-ld.2 The blood proteins were precipitated with 
trichloracetic acid, and the acacia precipitated 
from this filtrate with acetone. The dried acacia 
precipitate was then oxidized with an excess of 
standard potassium dichromate, and the excess 
dichromate titrated with sodium thiosulfate. By 
this method 1 milligram of acacia was found to 
be equivalent to 13.43 eubie centimeters of 
N 100 potassium dichromate. 


REPORT OF CASE 

B. M. A., a 17 year old native-born schoolboy of 
Russian Jewish parentage was admitted to the medi- 
cal service of the Peter Bent Brigham Hospital on 
December 1, 1934, complaining of generalized abdom- 
inal pain. The family history was negative except 
for diabetes mellitus in a sister. The past history 
disclosed measles, pertussis and mumps in childhood, 
appendectomy at 4 years, tonsillectomy at 9 and 
pneumonia at 11. When the patient was 3 years old 
he developed swelling of the abdomen and puffiness 
of the face and extremities, and albumin was found 
in the urine. He was treated by his private phy- 
sician for “Bright’s disease” for 1 year, at the end 
of which time he developed symptoms of acute ap- 
pendicitis. Appendectomy was performed, and with- 
in 2 weeks the urine became free of albumin and 
the generalized edema disappeared. The urine was 
examined subsequently at yearly intervals and was 
found to be normal on each occasion. 


Five months before admission he noticed puffiness 
under the eyes on arising in the morning, which 
lasted about a week. One month later he again 
noticed, for a few days, puffiness under the eyes 
and a feeling of tightness, pain and increase in 
size of the legs. Two months before entry, after 
playing a game of football, he found that his legs 
had become markedly swollen. At about the same 
time his appetite began to fail, and he experienced 
constant sensation of fullness in the abdomen. 
Within a few days he entered another hospital for 
treatment. An abstract from that hospital stated 
that physical examination on admission was _ es- 
sentially normal except for puffiness under the eyes. 
The urine showed 1 per cent albumin, many doubly 
refractile fat bodies and occasional hyaline and 
eranular casts; the specific gravity was 1.026. The 
blood pressure was 120 systolic, 70 diastolic. <A 
renal function test showed 55 per cent excretion of 
phenolsulfonphthalein. The total serum protein was 
3.6 gm. per 100 cce., distributed as albumin 1.09 gm. 
and globulin 2.51 gm. The nonprotein nitrogen was 
37 mg. per cent, cholesterol 309 mg. per cent, cre- 


atinin 2.5 mg. per cent and chloride 833 mg. per 
cent. For about 10 days he was placed on a normal 


diet, during which time he developed signs of fluid 
in the left pleural cavity, pitting edema of the legs 


and questionable ascites. He was then placed on 
a high protein diet, and the edema disappeared. 


After 1 month in the hospital he was discharged on 
a high protein diet, as the serum protein values 
were still the same as upon admission. 

While at home the patient remained in bed until 
»* days before admission to this hospital, when he 
began to get up for short periods of time. He im- 
mediately developed edema of the ankles with an 
increase in the puffiness of the eyes and swelling 
of the abdomen. His appetite became markedly im. 
paired, and 2 days before admission he developed a 
generalized knifelike abdominal pain, which was re- 


lieved by the passage of gas by rectum. The day of 


admission he developed a moderately severe head- 
ache. 

Physical examination on admission disclosed puf- 
finess of the eyelids, slight haziness of the optic 
disks, signs of a small amount of fluid at both lung 
bases, moderate ascites and very slight pitting 
edema of both legs. The blood pressure was 125 
systolic, 80 diastolic. Blood Wassermann and Hin- 
ton reactions were negative. Phenolsulfonphthalein 
excretion was 70 per cent. Blood nonprotein nitro- 
gen and urea nitrogen were normal. The blood 
cholesterol was 1,000 mg. per 100 cc. Total serum 
protein was 3.6 gm. per 100 cc., with albumin 1.3 
and globulin 2.3. The urine showed a large trace 
of albumin, a specific gravity of 1.036, a few red 
and white Llood cells and occasional cellular casts, 
and it was loaded with finely granular casts. The 
blood picture was normal except for a moderate 
leukocytosis 

The patient was treated with a high protein diet 
but edema continued to accumulate and there were 
frequent complaints of vague abdominal pain. After 
3 weeks in the hospital his body weight had in- 
creased from 72 kg. to 76 kg. During the next 5 
weeks he was given six intravenous injections of 
salyrgan, only two of which were accompanied by 
any appreciable diuresis; at the end of this period 
his weight had increased to approximately 80 kg., 
and the edema had become massive. The urinary 
picture remained essentially unchanged; the blood 
cholesterol was 1,640 mg. per 100 cec., serum albu- 
min 0.7 per cent, globulin 3.0 per cent. 

It was decided to try intravenous gum acacia be- 
cause the patient was steadily growing worse in 
spite of treatment. Commercial “tears” of a good 
grade were picked over by hand to remove the 


more obvious impurities, dissolved in hot, 
freshly distilled water and made up to a 15 
per cent solution in which was_ incorporated 


5 per cent glucose. This solution was centrifuged 
and filtered through several layers of gauze, auto- 
claved and used within 24 hours of preparaticn. 
When used it was warmed to body temperature and 
allowed to run slowly into a vein at a rate of about 
150 cc. per hour. Three injections, totaling 1,025 ec., 
were given over a period of 4 days and were foi- 
lowed by a slow but constant diuresis and a re- 
sultant loss in weight of 10 kg. in 18 days. The 
body weight seemed to come to a base line at 70 kg. 
Twenty-five days later a second series of three in- 
jections, totaling 1,350 cc. during 1 week, was fol- 
lowed by a further drop in weight to 61 kg. 12 days 
after the first injection. Further injections were 
given, as shown in the accompanying graph. which 
also presents a few values for the concentration of 
acacia in the blood. 

The patient was given a total of fourteen intra- 
venous infusions of the solution which represented 
approximately 800 gm. of gum acacia in 5,300 cc. of 
solution. On five occasions there were mild reac- 
tions, consisting of headache, chills and a transient 
rise of temperature that on one occasion reached 
103.6°F. These reactions occurred on scattered occa- 
sions and, in each case, could be traced to faulty 
technic in preparing the solution or to overrapid 
administration of it. After six injections of acacia 
had been given, it was found that the patient showed 
a tendency to bleed easily from the gums and from 
small abrasions. Whether this was a result of the 
acacia treatment could not be determined, but it 
persisted for only 2 to 3 weeks. 


In corroboration of the findings of Andersch,’ it 
was noted that the injections were quickly followed 
by a marked drop in red blood cell count and hemo- 
globin values, and by a fall in the already low serum 
proteins, indirect evidence of an increase in blood 
volume. It was equally striking to see the patient 
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completely free from edema and comfortable and 
cheerful at a time when tke total serum protein was 
as low as 1.9 gm. per 100 cc. 

It was found that acacia could be recovered quite 
accurately from saline solution by the method of 
Keith, Power and Wakefield,® but that, if a known 
amount was added to blood in vitro, a variable 
amount of some reducing substance from the blood 
was carried down with the gum, so that too high 
values were obtained. his difference was fairly 
constant, however, indicating that their value of 1 mg. 
of acacia to 13.43 ec. of N/100 potassium dichro- 
mate can be taken at least as a first approximation 
in the determination of acacia in blood. 

Toward the end of his stay’ in the hospital, the 
patient manifested a progressively lessened ten- 
dency toward edema formation. The blood pressure 
and the nonprotein nitrogen of the blood rose to a 
level somewhat above normal, however, and the 
anemia seemed to be becoming permanent. He was 
given four blood transfusions, which resulted in 
sufficient improvement to allow him to be discharged 
from the hospital. 

For 2 months he lived quietly and comfortably at 
home, having only a small amount of ankle edema. 
Then for 1 week there was a greater tendency 
toward edema, and he complained of frequent head- 
aches. Nine weeks after discharge he was again 
admitted to the hospital with the story that he had 
been found semicomatose and irrational in bed, and 
that he had had three generalized clonic convul- 
sions on the morning of admission. Examination 
showed the patient to be unresponsive and irra- 
tional. The face and eyelids were puffy, and there 
was moderate papilledema. The pulse was rapid, 
strong and regular, the blood pressure 200 systolic, 
120 diastolic. There was a small amount of fluid 
at both lung bases posteriorly. The abdomen showed 
a small amount of shifting dulness, and the liver 
and spleen were not palpable. There was moderate 
edema of the abdominal wall, scrotum and lower ex- 
tremities. 

The urine showed a specific gravity of 1.010, a 
large trace of albumin and a few red and white 
blood cells and hyaline casts per high power field 
in the sediment. The hemoglobin was 50 per cent. 
The red cell count 2,500,000 and the white cell count 
11,000 per cu. mm. The blood nonprotein nitrogen 
was 101 mg. per 100 cc., and urea nitrogen 53 mg. 
per 100 cc. The total serum protein was 2.7 gm. 
per 100 cc., with albumin 1.3 and globulin 1.4, and 
the cholesterol was 255 mg. per 100 cc. The spinal 
fluid was negative aside from a pressure of 250 mm. 

The patient was actively treated with sedatives, 
but had frequent clonic convulsions during his first 
day and night on the ward. He was quieter and 
free from convulsions on the second day, and the 
blood pressure had fallen to 150 systolic, 80 diastolic. 
Toward the end of the second day the temperature 
began to rise, and signs of consolidation appeared 
over the left lower lobe of the lung. He became 
steadily weaker and died on the fourth day in the 
hospital. Unfortunately, no determination of the 
blood acacia was done during this admission. In 
spite of strenuous efforts to secure permission for 
autopsy, this was refused. 


DISCUSSION 


From the rather limited literature on the sub- 
ject, and from our experience with the above 
ease, it would seem that acacia may eventually 
prove to be of definite value in the treatment 
of hypoproteinemic edema that fails to respond 
to the usual measures. Its use probably should 


not be advocated until less unique procedures 
have been given a fair trial because of possib]-. 
but as yet ill-defined, adverse effects of the in- 
troduction of this foreign colloid into the bloo«| 
stream. Its effect in greatly increasing the blood 
volume would seem to contraindicate its use in 
patients with any evidence of cardiovascular dis- 
ease. This contraindication would probably aj- 
ply to the hypoproteinemie edema of beriberi 
because of the myocardial weakness that is so 
frequently a feature of that disease. If a his- 
tory of allergy is obtained, the drug should be 
given most cautiously, and careful skin tests 
should be done before each injection, whether the 
patient is allergic or not. The solution should 
be carefully prepared and freshly made up, un. 
less it is prepared with sodium chloride, and 
should be given slowly. The preparation of the 
solution is a difficult and tedious procedure, and 
some authors have used a 30 per cent solution 
in 100 ce. ampoules marketed by one of the large 
pharmaceutical houses. We have had no ex- 
perience with this product as our own solution 
was made up by the author. 

Some observers have felt that the acacia ap- 
pears to exert a curative effect on the renal le- 
sion. We were unable to observe that acacix 
had any beneficial effect other than the removal 
of edema and its attendant symptoms. 


SUMMARY 


1. The literature dealing with the use of gum 
acacia as a diuretic in nephrotic edema is re- 
viewed. 


2. A typical case of the nephrotic syndrome, 
which illustrates many of the features of thc 
intravenous use of acacia, is recorded. 

3. Results of the trial of a new method for 
quantitative determination of acacia in blood 
are commented upon. 

4. Possible contraindications to 
acacia as a diuretic are discussed. 


the use of 
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CLOSED REDUCTION OF FRACTURES OF OS CALCIS 


BY Cc. W. 


ERCER' considers fractures of the os calcis 

among the most seriously disabling of all 
fractures. For practically one hundred years 
treatment consisted of ‘‘rest, elevation and ap- 
plication of soothing lotions until consolidation 
oceurred’’. The advent of the roentgen ray 
brought about a complete revision. 

In Franee, early open reduction with fixation 
by all manner of foreign substances was the 
rule and still finds many advocates. In Ger- 
many, closed reduction has been more popular. 
inglish and Italian surgeons have written very 
little concerning this fracture, but have always 
favored simpler forms of treatment. Austrian 
and American surgeons have combined the two 
approaches with the latter predominating on 
account of their inventiveness. Hence, many 
new descriptions of operative procedures and 
bizarre apparatus can be found in the literature 

° 


1. Origin of ankle and foot bones, man. (From bones 
of a tortoise.) 


of the past twenty years. Cotton,* since 1908 
has probably been responsible for the most im- 
portant single contribution regarding treatment. 


Embryology and Development of Calcaneum: 
The foot of man, and other primates, retains the 
primitive arrangement of elements more close- 
ly than do most mammalian orders, according 
to Keith. The elements of the foot resemble 
those found in the lizard, though they are more 
highly specialized. The tibia and fibula are 
basie units found in most forms. (See figure 1 
for relations.) Other elements are specialized 
as indicated. The caleaneum arises from the 
prinitive fibular unit and in early cartilaginous 
stages it is in contact with the fibula. Ocea- 
sionally, it is found fused in the human being 
aS an anomaly, an arrest in development. The 

*Goff, C. W.— Associate orthopedist, St. Francis Hospital, 


Hartford, Conn. For record and address of author see ‘This 
Week's Issue," page 308. 
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connecting bands later form the very dense and 
useful middle and posterior fasciculi of the ex- 
ternal lateral ligament. The calcaneum appears 
at birth arising from a single center of ossifica- 
tion which develops a posteriorly placed epiphy- 
sis along the tuberosity, forming later the 
apophysis, which can be displaced by trauma. 
This marginal epiphysis occasionally appears 
split into two sections. 


Growth: Davenport,’ in 1932, showed that the 
heel growth is diminished in proportion to the 
growth of the rest of the foot, from the sixth 
to the sixteenth year. From then on, it seems 
to reach a more regular rate of growth and con- 
tinues at this rate, at least in males, until 
the twentieth year. This would indicate less os 
calecis to sustain weight and hence less to break 
the falls of early youth. The rest of the foot 
is probably more elastic and absorbs the force 
at time of impact, sparing the heel. Hence, the 
comparative rarity of this fracture under six- 
teen years of age. 


Architecture, in brief: Structurally, the os eal- 
cis is an irregular block of bone, chiefly can- 
cellous, complicated by reciprocal articulations, 
all of which are under great stress by reason of 
weight-bearing. A look at the lines of force 
present in the bones of the foot will at once con- 
vince the observer of the several points of strain 
placed upon the component parts of the eal- 
caneum. (See figure 2.) The astragalus, rid- 
ing on its back, offers a ‘‘Z’’-shaped articulat- 
ing surface which divides the applied force, part 
directed backward onto the tuberosity and the 
rest forward against the cuboid, attempting to 
depress the anterior portion of the neck of the 
os ealeis, but being prevented by the precise 
locking of tarsal articulations, the cuboid and 
the scaphoid in particular. The anterior tuber- 
cle of the caleaneum is held between the as- 
tragalus and the cuboid by tension wire tendons 
of fhe peroneus longus, flexor digitorum longus 
and flexor hallucis longus muscles, exerting a 
force upward preventing a separation. This in- 
tricate interlocking mechanism produces marked 
stability with extraordinary pliability of the 
posterior part of the foot. A suitable bony pro- 
jection on the lateral surface, just in front of 
the middle of the os ealcis, affords an excellent 
attachment for the lateral intertarsal ligament. 
From the medial surface a large bony shelf pro- 
trudes, the sustentaculum tali, on which the 
thalamus of the astragalus rests and which acts 
as a pulley for the flexor hallucis longus and 
the flexor digitorum longus, both resulting in a 
lifting foree, aiding in holding up the anterior 
portion of the os calcis and preventing inver- 
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sion. The inferior posterior surface in contact 
with the ground is large and rounded and has 
a lateral projection lending support and pre- 
venting eversion. A roughened surface lends it- 
self readily to ligamentous and tendinous at- 
tachments as one would expect where great 
strength is required. It has rightfully been de- 
seribed as the posterior anchorage of a cantilever 
structure. The bone itself has a large anterior 
and posterior portion with a narrow middle por- 
tion, very gracefully designed. Weight is ac- 
tually borne on its medial side with the thrust 
on propulsion transmitted forward and medial- 
ly toward the first metatarsus. The calcaneo- 
cuboid joint affords flexibility together with re- 
markable strength and must be considered an 
important component in restoration of stability 
following fracture of the os calcis. Morton’s® 
division of the forward propelling force into a 
cuboid stream and a scaphoid stream (see figure 
1) is apparent and indicates that the astragalo- 
seaphoid joint is a separate mechanism. It does 
not seem necessary to fix this joint in recon- 
struction procedures. It rather seems more im- 
portant to allow the astragaloscaphoid joint free- 
dom of motion to prevent too rigid a foot, a 
complication of fusion rather difficult to over- 
come. Davis’ and Crossan‘ have influenced many 
surgeons in considering these two joints me- 
chanically inseparable. Conn,* in particular, be- 
lieves the strain placed on the astragaloscaphoid 
ligaments in a fusion of only the caleaneocuboid 
and astragalocalcaneal joints too great, giving 
rise to a painful foot in spite of an otherwise 
satisfactory arthrodesis. On the other hand, 
since the greater degree of flexibility in the 
arch is required in the scaphoid stream, it would 
follow that the surgical destruction of the im- 
portant astragaloseaphoid articulation is dis- 
tinctly detrimental. 


Etiology: The usual injuries causing fractures 
of the caleaneum have been frequently and well 
described in the literature. It is sufficient to say 
that most of them are due to a fall from a height 
averaging fourteen feet and striking a solid ob- 
ject, generally the ground, on the heels or flat 
on the feet. Special types are caused in particu- 
lar ways such as the ‘‘ pinch fracture’’ described 
by Dachtler,? when a heavy weight falls on the 
dorsum of the foot. An explosion below decks 
reverses the direction of application of force but 
still produces the same type of fracture. 


Classification: To organize satisfactorily the 
various types of fracture of the os ealeis, it 
would be necessary to consider ‘‘the cracks in a 
nut struck by a hammer’’, as so ably stated by 
Cotton.” Every writer selects some system to 
report. Wilson’® divides them into fissured and 
comminuted. Pierce selects three types; tear- 
ing of the portion at the insertion of the Achilles 
tendon, fractures through the sustentaculum tali 


and fractures through the body. Bendixen'™ de- 
seribes avulsion and transverse fractures and 
those through the shelf of the sustentaculum 
tali. Dachtler® reports a type of fracture sv 
seldom seen*that it has almost escaped classifica- 
tion. It is of the anterior, superior portion of 
the head due to heavy objects striking on the 
dorsum of the foot. The projection of the an- 
terior portion which locks between the astraga- 
lus, the scaphoid and the cuboid is pinched off. 
It might be called a ‘‘ pinched fracture’’. Most 
fractures can be called ‘‘smash fractures’’, 
after Harding.'* French writers describe it as a 
‘‘bursting fracture’’. Any assorting, however. 
is of academic interest only. The mechanies of 
forces producing the many kinds found must be 
appreciated and then a classification is either 
self-evident or unnecessary. 


Mechanics: If spongy bone and compact bone 
are homogeneous materials, differing chiefly in 
strength, approximately in proportion to their 
densities, we can assume that the mechanical 
laws of Wolff, corroborated by Koch,"* hold for 
the os ealcis. Koch’s work was applied ‘to the 
femur. In this general law of bone architec- 
ture, the adaptation of form to function, we find 
a definite increase in the size of the os caleis as 
we climb the primate scale. The early primate 
foot had a moderately sized os calcis and ereat 
flexibility. When the foot was used in tree 
climbing, the os caleis rested on the middle of 
the branch with the astragalus evenly poised on 
its back. When such a foot came in contact 
with the ground, it was markedly pronated, the 
head of the os ealeis actually resting on the 
eround. 

In turn, adaptation shows more and more su- 
pination until the transverse arch is formed 
with the head of the caleaneum raised and weight 
supported squarely on the posterior, inferior tu- 
berosity. In man the center of gravity has shifted 
eradually toward the heel with increasing sta- 
bility until now the os ealcis has but this single 
function, stability under conditions of weight- 
bearing. The weight is transmitted to the as- 
tragalus through the ankle joint, and a large 
portion is distributed to the anterior half of the 
caleaneum. This distribution of force is readily 
seen on ground sagittal section. (See figure 2.) 

The trabeculae indicate lines of force. The 
internal structure of the os calcis shows an area 
of normal rarefaction in the spongy bone below 
the tarsal tunnel in the anterior superior por- 
tion. This plays an important part in allowing 
greater ‘“‘smash’’ effect in the production of 
fractures through this section. Trabeculae of 
bone are lines describing ares of leverage pres- 
sure, the motivating force in their production. 
In turn, tensile stress or strain acts at right an- 
gles to the are of leverage pressure and is also 
indicated by trabeculae seen in sagittal section 
of the body of the bone. The forces at play in 
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‘he production of a fracture of the caleaneum 
-an be demonstrated mathematically on a block 
wood dropped on its posterior edge with a 
weight applied at the junction of the posterior 
third with the middle third. (See figure 3.) 


FIG. 2 Lines of force indicated by trabeculae shown 


vround sagittal section of Calcaneum 
Arrows show application and direction of 
forces applied under weight-bearing. 


on 


The weight sets up compression waves at this 
point, transmitted in all directions downward 
through the body of the bone along lines of 


™ 


P 


FIG. 3. 


Tensile strain 
Impetus 


W = Superimposed weight 
P = Lifting power of extensors of foot 
F = Fulcrum at time of impact 
= Compression 
= Arc of leverage pressure 


Adaptation after Morton 


compressive force. Other forces are brought to 
bear at this time such as the point of impact, 
or fulerum ; the lifting power of the extensors of 
the foot. and the impetus of this motion acting 


transmission of 


against the moment of gravitation. Fractures 
of the caleaneum follow these lines of applied 
and opposing forces, manifesting their direction 
along the mean of these values. From the draw- 
ing they can all be easily visualized. The con- 
tractility of the gastrocnemius and soleus pro- 
duce the tearing fractures, also along the lines 
of tensile stress. Variable factors enter into a 
fall upon the heel, such as a fall on the inner 
or outer margins, on the toes and then back on 
the heel, thus partially absorbing the compres- 
sion force. 

Symptoms and Diagnosis: Some of the best 
descriptions of these fractures are found in the 
early literature. Lecoeq,'’ in 1900, whose classi- 
cal drawings are reproduced (figure 4), insisted 


FIG. 4. 
ture of right os calcis. 


Descriptive drawing by Lecocq, 1900, showing frac- 
that a diagnosis should be made without the 
use of roentgenograms. Today that should not 
be the case. The suspected sprained ankle that 
has its swelling below both malleoli, including 
the heel and the posterior portion of the longi- 
tudinal arch of the foot, must be studied roent- 
genologically, or many a fractured caleaneum 
will be missed. Ballooning of the heel portion, 
ecchymosis and pain on weight-bearing soon 
after a fall, landing on the feet, are pointedly 
indicative of a fractured os ecaleis. The foot 
appears flat and broad about the heel. Pres- 
sure beneath both malleoli causes pain, and 
crepitus can, occasionally, be elicited, though im- 
paction is the rule. Pronation and supination 
of the foot cause pain. Roentgenograms wiil 
complete the diagnosis, and should he taken in 
four planes to visualize as many lines of the 
fracture as possible. 

One is often surprised to find how an oblique 
thirty degree or sixty degree plate clears up the 
question of tearing of the upper posterior tuber- 
cle or a comminution of the sustentaculum tali. 
Bohler’® has described the tuber-joint angle, 
which he feels must be restored before a redue- 
tion can be considered satisfactory. This tuber- 
joint angle can be determined from a lateral 
roentgenogram of the foot. A line drawn through 
the tip of the upper posterior tuberosity and the 


superior posterior portion of the astragalocai- 
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caneal articulation will form an angle with a 
second line drawn through the superior pos- 
terior portion of the astragalocaleaneal articu- 
lation and the anterior superior projection of 
the head of the os ealeis. This angle normally 
is between twenty-five and thirty-five degrees. 
In displaced fractures of the os caleis this angle 
is generally found diminished toward the van- 
ishing point. 

Treatment: Five cases are reported represent- 
ing fresh fractures reduced by molding with 
a carpenter’s clamp, described by Yergason."' 
Under gas anesthesia, reduction is accomplished 
as follows: The ¢ lamp is easily adapted for use 
in this manner by fastening to the inner sur- 
face of each jaw near the tips a rounded wooden 
block about 4 em. in diameter. The blocks, 
attached to the inner surface of each jaw, are 
applied over thin felt to the lateral and media! 
sides of the heel and the clamp is screwed down 
for compression. Tremendous force is exerted 
on the fragments in this manner, loosening the 
clamp and shifting its jaws over the surfaces 
to compress and mold the heel. (See figure 5.) 


FIG. 5. Application of clamp over sides of body of calcaneum 
for compression and molding of fragments. 


A erescent-shaped block easily made in one’s 
workshop is then substituted for one of the 
rounded blocks, and the extruded fragments 
are pressed into the body of the os ealeis by ap- 
plying the jaw bearing this crescent-shaped 
block beneath the lateral malleolus. In this 
manner all medial and lateral displacements can 
be corrected by pressure modeling with ‘Surpris- 
ingly little difficulty. 

Evulsion of the upper tuberosity, or fish 
mouth fractures, with the fragment pulled up- 
ward by the Achilles tendon, plus plantar dis- 
placement of other fragments, is molded forcibly 
into position by applying the clamp at a right 
angle to the first position deseribed. (See figure 
6.) The crescent-shaped block on one jaw is 
placed over the attachment of the Achilles ten- 
don, and a square block, edges smoothed, at- 


tached to the otlier jaw is applied on the planta: 
surface over the a of the os ealcis. The clam) 


/ \ 
FIG. 6 Application of clamp over posterior fragment and 


of foot for correction of tuber-joint angle. Note shim 
possible in applying jaws with powerful leverage 


is then snugly adjusted while an assistant ties 
each jaw to the foot with a muslin passed around 
the foot, above and below the malleoli and 
through a hole in each jaw. This prevents the 
heel from sliding out of the clamp when the 
jaws are compressed by serewing down the han- 
dies. Thin felt must always be used beneath 
the blocks. The displaced fragments are then 
forced into position and the posterior part of the 
os calcis is brought into normal relations with 
the head, restoring the normal tuber-joint angle. 
Thus a tenotomy of the Achilles tendon is un- 
necessary for reduction of the upper posterior 
fragment. 


FIG. 7. Case 1. Showing plaster boot, with walking iron. 
cut away to allow motion at knee after second week 


This type of clamp is superior to Bohler’s'’ 
clamp because it permits application of much 
greater force over all surfaces and allows the 
heel to be drawn down immediately, removing 
the necessity for continued traction. Felt pad- 
ding is then applied to the sole sad the foot, ex- 
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‘ending around the heel and up to the middle of 
‘he ealf. A snugly fitting plaster encasement is 
‘en adjusted from toes to upper thigh, the knee 
lightly flexed and the foot in slight equinus, 
with a walking iron ineorporated. Elevation is 
insisted upon for forty-eight hours, followed by 
walking on erutches, with weight-bearing per- 
mitted after the tenth day. At the end of the 
second week, the encasement is cut away above 
the knee. Plaster is removed at the end of the 
tenth week and physiotherapy begun. Weight- 
bearing is allowed at the end of the twelfth 
week with a longitudinal arch support in the 
shoe, made of firm felt or metal. 


Results of Treatment: This small series is of- 
fered as a suggestion for a consideration of the 
closed foreeful reduction of fractures of the os 
caleis, in counterdistinetion to the more popular 
skeletal traction and open procedures frequent- 
'y recommended. It seems reasonable that any 
hone so comparatively regular in shape and so 


CASE 


CASE 1. Comminuted fracture of os calcis. 
Obliteration of tuber-joint angle. 


crete. 


HISTORIES 


C. M.—Aged 52 years, fell 35 feet, landing obliquely 
on one foot. 
with obliteration of tuber-joint angle. 
molding with clamp, plaster boot for 10 weeks, weight- 
bearing 14th week, returned to work 24th week. 


D. P.—Aged 41 years, jumped 16 feet to hard con- 


accessible would easily lend itself to molding if 
sufficient force could be harmlessly applied. 
Each case in this series made a rapid recovery. 
A mechanically restored foot resulted which was 
painless under weight-bearing. Not one patient 
developed posttraumatic arthritis and only one 
was given a permanent partial disability rating. 
The average loss of time from work was four 
and one-half months. 


SUMMARY 
1. Embryology, development, growth and anat- 
omy of the os ealeis are briefly considered. 
2. Mechanies of its fracture is explained alone 
rational lines. 
3. Etiology, classification, symptoms and diag- 
nosis are given for the fresh fraetures. 
4. Cases are reported using clamp technic. 
Results of treatment, average disability and 
prognosis in general are discussed. 


Completely crushed right calcaneum 
Reduction by 


Compression fracture of right calcaneum, 


CASE 2. Comminuted fracture of 0s cal!cis. 
Obliteration of tuber-joint angle. 


CASE 3. Oblique fracture of os calcis. 
Tuber-joint angle normal. 


obliteration of tuber-joint angle, marked displace- 
ment. Reduced by molding. General anesthetic, 
restoration of tuber-joint angle, walking iron in plas- 
ter boot. Cast removed in 9th week, weight-bearing 
llth week. Returned to work 13th week. Spontane- 
ous subastragalar arthrodesis aided recovery. 


H. B.—Aged 39 years, fell through planking 12 
feet. Comminuted fracture of right calcaneum, mod- 
erate displacement, small tuber-joint angle. Reduced 
by molding with clamp, plaster boot, with walking 
block, 8 weeks. Weight-bearing 10th week. Returned 
to work 17th week, all motions present in tarsal 
articulations. 
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E. H.—Aged 25 years, fell through scaffold to con- 
crete, 20 feet. Comminuted fracture, left calcaneum, 
moderate displacement, tuber-joint angle practically 
normal. Reduction by molding with clamp, plaster 
boot with walking iron 5 weeks. Weight-bearing 6 
weeks, pain limited to sub-astragalar joint. During 
the 8th week a double arthrodesis was performed. 
Plaster boot for 8 weeks, weight-bearingy2 weeks 
later. Returned to work 24th week. 


CASE 4 Oblique and tearing fracture of 
os calcis Obliteration of tuber-joint angle. 
Not complete 


B. H.—Aged 42 years, fell 6 feet to hard ground. 
Oblique, comminuted fracture of caleaneum, moderate 
displacement, tuber-joint angle normal. Required 
only lateral compression with clamp, plaster boot 
8 weeks. Weight-bearing 10th week. Returned to 


work 12th week. 


CASE 5 Oblique fracture of calcaneum. 
Normal tuber-joint angle. 
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ACUTE INTESTINAL OBSTRUCTION FOLLOWING 


HERNIA INTO ASCENDING MESOCOLON* 


A Case 


MONG the mechanical causes of acute intes- 

tinal obstruction, herniation of bowe! 
through an orifice in the mesentery is one of the 
least frequently encountered. Gibson,’ in a re- 
view of 100 cases of intestinal obstruction, found 
10 caused by hernia through the mesentery. Me- 
Iver? found 2 in 335 consecutive cases of ob- 
struction seen at the Massachusetts General Hos- 
pital between 1918 and 1927. 

The following case is typical of the difficulty 
in making a diagnosis and of the ease of accom- 
plishing a cure when operation is performed 
early. 


Case REportT 


J. B., Cambridge Hospital (No. 2,604). The patient, 
an 11 year old boy, was admitted July 4, 1936, at 
8:10 p. m., complaining of generalized abdominal 
pain and vomiting. Four days and again 2 days 
before admission he had suffered from transient 
attacks of sharp, right lower quadrant pain unasso- 
ciated with nausea or vomiting. On the afternoon 
of entry he had gone swimming. About 4 o’clock, 
while lying in the sun drying, he was seized again 
with severe right lower quadrant pain, remittent 
in character, increasing in severity, and gradually 
becoming generalized. He became nauseated and 
vomited several times before entry, but with no relief 
from the pain. 

Examination revealed a thin, fairly well-developed 
boy. There was a loud, rough, late systolic murmur 
at the cardiac apex, transmitted to the axilla. The 
abdomen was level and soft with tenderness on deep 
palpation in the right iliac fossa. No masses could 
be felt and there was no visible peristalsis. The 
temperature was 97° F. and the pulse 84. The vom- 
itus was liquid in character and green in color. An 
enema was given with good fecal return, after which 
the pain and nausea disappeared. The patient seemed 
sleepy and it was decided to postpone more active 
treatment until the following day. At 10:30 p. m., 
however, the pain and vomiting recurred. The tem- 
perature had risen from 97° F. to normal and the 
white blood count trom 8,900 to 12,500. Physical 
examination revealed nothing new. While no definite 
diagnosis could be made it was felt that the patient 
might be suffering from a _ retrocecal appendicitis 
and that his condition warranted exploration. 

The abdominal cavity was entered through a low 
right rectus incision. The appendix and cecum were 
delivered into the wound without difficulty and no 
abnormality was noted. While they were being re- 
placed a moderately distended loop of ileum appeared. 
This could not readily be traced distally, so the ter- 
minal ileum was picked up. It was collapsed and, 
about 16 inches proximal to the ileocecal junction, 
disappeared in a mass just medial to the ascending 
colon. It was thought at first that this might be 
an abscess from a ruptured Meckel’s diverticulum, 
but after enlarging the abdominal incision, the mass 
was seen to be a loop of bowel that had herniated 


*From the Pediatric Surgical Service, Cambridge Hospital, 
Cambridge, and the Surgical Service, The Children’s Hospital, 
Boston, Mass. 

tChamberlain, John W.—Assistant surgeon on the Surgical 
Service, Children's Hospital, Boston. For record and address 
of autnor see “This Week's Issue,’ page 308. 


BY JOHN W. CHAMBERLAIN, M.D.t 


Report 


through a small ring in the posterior parietal peri- 
toneum. Both limbs of the loop, however, were col- 
lapsed. On further exploration, it appeared that 
a second loop of bowel had also herniated through 
the small opening formed by the arching mesentery 
of the first loop and the posterior abdominal wall. 
It was more distended than any other loop and was 
somewhat discolored (fig. 1). Reduction of the herni- 
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FIG. 1. Sketch of condition found at operation. 
limbs of the primary herniated loop of bowel, disappearing 
through a defect in the posterior parietal peritoneum.  LII, 
secondary herniated loop of bowel, definitely obstructed beneath 
the arching mesentery of the first loop. 


LI, collapsed 


ation of this second loop was accomplished first and 
without difficulty. On stretching the narrow ring 
in the posterior parietal peritoneum, the first loop 
was then easily delivered into the abdominal cavity. 
It was 5 or 6 inches long and was not discolored. 
This seemed remarkable in view of the fact that the 
opening would not admit the operator's little finger. 
A blunt dissector could be passed through the hiatus 
a short distance upward and medially. This opening 
was then easily closed with a running stitch, the 
appendix removed, and the abdomen sutured in 
layers. 

The patient had no further pain or vomiting and 
made an uneventful convalescence. 


While it could not be demonstrated at opera- 
tion that the primary herniated loop of bowel 
lay between the original parietal peritoneum 
and the ascending mesocolon, in view of the fol- 
lowing discussion it seems fair to assume that 
such was the case, and that herniation through 
the hole in the ascending mesocolon took place 
before fusion of this structure with the parietal 


peritoneum. The collapse of both limbs of this 
loop and its otherwise normal appearance sug- 
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vest that it was the second loop, which was dis- 
tended and discolored, that was the immediate 
cause of the patient’s illness. 

In reviewing the literature of internal (intra- 
peritoneal, retroperitoneal, mesentericoparietal, 
paraduodenal, mesenteric, and so forth) hernias, 
it becomes apparent that such cases fall into 
three large groups. (1) MHerniation of small 
knuckles of bowel into fossae that are found in 
the abdominal cavity either constantly or fre- 
quently enough to be considered normal. Among 
these are the foramen of Winslow, the peri- 
ceeal fossae, and the fossae immediately lateral 
to the third portion of the duodenum. (2) 
Herniation of most of the small bowel into a 
large sac of peritoneum, a condition which is 
congenital in origin and results from reverse 
rotation (Longacre*) or malrotation (Callan- 
der*). (3) Herniation of the bowel (usually 
small bowel) through an aperture in the mesen- 
tery, mesocolon, omentum or broad ligament. 

The first group is practically never encoun- 
tered in childhood. The second usually does not 
cause symptoms in childhood, but the condition 
is occasionally encountered at operation for mai- 
rotation of the cecum and atresia of the bowel. 
It is the third type of lesion that most fre- 
quently, but still rarely, causes symptoms in 
early life. The symptoms and signs are those 


of acute intestinal obstruction with nothing spe- 
cific either in the story or on physical examina- 
tion to make possible a correct preoperative diag- 


nosis. 

In the literature, hernigs through apertures in 
the various peritoneal folds are reported in 
groups according to the structure in which the 
aperture occurs. Brown,° Cutler® and Smith’ 
summarized the previously reported cases of 
hernia through the mesentery of the small bowel, 
and each added a ease of his own. These, in all, 
numbered only 37. However, Federschmidt* re- 
ported 52 cases from the literature, only a few 
of which were included in the above-mentioned 
summaries. In the past 4 years cases have been 
reported by Edwards,® Turel,’° MeIver,? Meade,'* 
MeNamara,’* Williamson,’* Barnett,’* King* 
and Cantin.’*® The aperture is usually located 
proximal to the ileocecal junction, but has been 
found along the whole length of the mesentery. 

Ménégaux"’ collected a group of 49 cases 
of hernia through the transverse mesocolon. 
Some of these occurred following posterior 
gastroenterostomy and cannot, therefore, be con- 
sidered in the same category as the congenital 
lesions. 


In 1934 Masson and Atkinson'® summarized 
all the cases of hernia of bowel into or through 
the broad ligament. These numbered 15. 


The same number of cases of hernia through 
preformed holes in the great omentum were ¢ol- 
lected from the literature in 1930 by Martz- 


loff,'° who added a ease of his own. MeLean*° 
and Gentile*' each added 1 ease. 

Of hernia through the ascending mesocolon, 
we have found only 1 ease, that recently re- 
ported by Cullen,** in which a loop of sigmoid 
passed behind the ascending colon and appeared 
lateral to it. 

Thus, there have been reported instances of 
apertures in all portions of the primitive dorsal 
mesentery except the descending mesocolon. This 
lends weight to an interesting theory proposed 
by Federschmidt* as to the origin of the aper- 
tures. He points out that while there is regres- 
sion of only the ventral mesentery in human be- 
ings, in other mammals the dorsal mesentery is 
also involved. He suggests that congenital aper- 
tures in the mesentery represent a partial re- 
gression of the dorsal mesentery in the human 
being—an atavistie characteristic. The case re- 
ported by Long,** in which there were multiple 
holes in the mesentery, is cited by Smith’ as 
particular evidence in favor of this theory. A 
second theory states that a hole is made in the 
mesentery by pressure of a loop of bowel when 
it is pushed out of the abdominal cavity into the 
umbilical cord at the seventh week of life. In 
a few instances there is a definite history of 
trauma immediately preceding the onset of 
symptoms, and at operation the aperture is 
found to be a narrow slit with ragged edges in 
contrast to the usual round or oval opening 
with smooth, sometimes indurated, edges. 

The greatest difficulty in treatment is that of 
deciding whether to operate. When operation is 
done early after the onset of symptoms, redue- 
tion of the hernia and repair of the defect are 
usually easily accomplished. When operation is 
delayed, resection of bowel is usually necessary. 
and the prognosis is poor. In their paper on 
hernias involving the broad ligament, Masson 
and Atkinson™® write, ‘‘Time spent in differen- 
tial diagnosis is ill spent. The decision to be 
made is whether or not the condition is surgi- 
eal. The chagrin of the surgeon who operates 
and fails to find a surgical condition is nothing 
to that of the surgeon who does not operate in 
time.’’ That this-represents present opinion is 
borne out by the more recent reports of earlier 
operation and by a corresponding lowering of 
the mortality rate in all types of internal hernia. 
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MILKMEN MASTER THE FLOOD 


The public-spirited dairy interests of the Ohio-| 
not describe pain, and often locate it indefinitely, 


Mississippi valley areas not only instituted warlike 
emergency measures to supply milk to devastated 
communities, but also threw their equipment into 
the breach to supply fresh water to stricken regions. 
Trainloads of bottled milk were shipped to the out- 
skirts of cities, and tractor-pulled trucks went 
through the flood to points where boats and rafts 
picked up the milk cargo for distribution. 

Much of the milk came from Chicago, as trains 
could cross the Ohio on the Kentucky and Indiana 
railroad bridge. Two thousand gallon glass-lined 
milk tank trucks of Chicago dairy firms also rushed 
fresh water supplies to Evansville and other Indiana 
cities where water shortages were acute, and tank 
trucks of Louisville dairies carried fresh water for 
the Red Cross supply there. 

In many sections, according to a Louisville report, 
executiyes of dairy companies and route-men, be- 
-ause of their special knowledge of distribution prob- 
lems, were placed in command of emergency supply 
depots and directed the distribution of milk and 
other foodstuffs. 


FACTS 
A distinguished physician, Dr. James J. Walsh, 
once said that it is more important to know what 
kind of a person has the disease than what kind 
of a disease the person has. 


Different physicians, using the same medicines, 
both with the same skill and training, will get dif- 
ferent results, because the factor of personality is 
so important in the healing art. 


The doctor must have knowledge, skill, experi- 
ence, but more important than this, his most effec- 
tual implement is the patient’s confidence. 


Each person will be handled differently by the 


conscientious physician. 


He must know how to in-| 


terpret, from the sick person’s description, just what 
the pain means, and where it is. Most people can-, 


and unless it happens to be acute when the doctor 
is present, he must make plenty of allowances for 
error, depending on his knowledge of the patient’s 


| personality, expressiveness, accuracy of observation, 


and ability to describe. 


The best treatment a patient gets is often what 
he gives himself, under the doctor’s instructions. 
How much faith he has in his doctor will be shown 
in how well he obeys the doctor’s instructions, 
which sometimes require the sick person to alter 
his way of life radically. 


These are a few of the many reasons why com- 
pulsory health insurance has failed in Europe, 
where the number of patients coming to a doctor 
run as high as 60 or 100 per day. “A pat on the 
back, a stock prescription, and out the door.” There 
is no time to get to know the patient, to observe 
him at ease, when worried, when angry. How to ap- 
ply the art of medicine to the peculiar requirements 
of each patient requires that the doctor have plenty 
of time to give each person.—Public Relations Bu- 
reau, Medical Society of the State of New York. 


PIGS IS STILL PIGS 


The modern scientific version of the famous “Pigs 
Is Pigs” story was revealed in the medical report 
on “Silicosis and Allied Disorders” made public by 
the Air Hygiene Foundation of Pittsburgh. Scien- 
tists wished to study the effect of coal dust on ani- 
mal lungs and sent a cage of 25 guinea pigs into a 
West Virginia coal mine. The orders were to keep 
them two years and then return them for tests. The 
animals ultimately returned in their cage but 
Mother Nature was left out of the calculations. Now 
the scientists are wondering which were the original 
25.—Science News Letter, February 6, 1937. 
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CASE 25071 


TRACY Editor 


PRESENTATION OF CASE 


A 32 year old American businessman was ac- 
mitted complaining of abdominal cramps. 

Nine months prior to entry, while on a 4-days’ 
business trip, the patient became constipated. 
He took a cathartic and had an adequate re- 
turn, but at the time of defecation he had severe 
cramps in his right side, as though ‘‘something 
gave way’’. This subsided after a short period, 
but on returning home he had an attack of 
‘‘erippe’’ , characterized by malaise and gener- 
alized aches and pains. During the succeeding 
months he developed a gradually increasing, 
vague, gnawing abdominal pain, and 314% months 
before admission this localized in the right side 
of the abdomen. It was not associated with 
nausea, vomiting, constipation or tenesmus, and 
there was no fever. He noted that moderate 
exertion produced pain although while resting 
there was no discomfort. At that time, 3 months 
before coming to this hospital, an appendectomy 
was performed. The postoperative course was 
complicated by ‘‘gas pains’’, but he returned 
home after 10 days. The discomfort, however, 
was not relieved, and 10 days after discharge 
he returned to the hospital because of persistent 
abdominal pain. Another laparotomy was per- 
formed and ‘‘two adhesions’’ were separated. 
At this time the patient was informed that in 
addition to the adhesive bands there was an ‘‘in- 
flamed portion of bowel’’. He remained in the 
hospital for 25 days and then returned to his 
home. The abdominal discomfort persisted, but 
the cramps were definitely relieved after the 
second operation. There had been no nausea 
or vomiting. The stools were more fiuid in 
character than previously, but. there was no 
well-defined diarrhea. His temperature, which 
had been taken frequently, had always been 
normal. Between the first operation and his 
entry to this hospital the patient’s weight had 
decreased from 192 to 165 pounds. There was 
no anorexia, but ingestion of food was limited 
because of fear that it might precipitate ab- 
dominal distress. 

Physical examination showed a_ well-devel- 


oped and nourished young man in no discom- 
fort. The lunes were clear. The heart was 
normal. The blood pressure was 160/100. There 
were two freshly healed sears in the right 
lower abdomen. Slight resistance to palpation 
and tenderness were elicited in this region. 

The temperature was 99°F., the pulse 100. 
The respirations were 20. 

Examination of the urine was negative. The 
blood showed a red cell count of 4,400,000, 
with a hemoglobin of 80 per cent. The white 
cell count was 10,200, 70 per cent polymorpho- 
nuclears. Two examinations of the stools were 
negative. A blood Hinton test was negative. 
The nonprotein nitrogen of the blood was 17, 
the serum calcium 10.08, and the serum phos- 
phorus 4.32 milligrams. 

A barium enema showed a large irregular fill- 
ing defect involving the entire cecum and as 
cending colon. The mass did not involve the 
mucosa of the ascending colon or upper portion 
of the cecum, and this portion of the bowel was 
moderately dilated. When the colon was dis- 
tended with either air or barium, the filling de- 
fect was apparently displaced toward the cecum 
and appeared smaller, but even with the ad. 
ministration of amyl nitrite and considerable 
pressure it could not be obliterated. At no time 
could the ileum be filled with either air or ba- 
rium. The mucosa of the tip of the cecum was 
never clearly outlined. In one of the films the 
mucosa of the remainder of the cecum was deti- 
nitely distorted, and vertical parallel lines 
passed through the center of it. The mass in 
the cecum appeared to be of the same density 
as the surrounding soft tissues, and a double 
contrast enema showed parallel ridges in the 
mass corresponding to the haustration of the 
bowel. The ileocecal valve could not be identi- 
fied. A motor meal passed through the small 
bowel normally. There was no dilatation of the 
terminal ileum except in the extreme distal por- 
tion. The distal 5 centimeters near the ileocecal 
valve filled with barium and, although the mu- 
cosal folds were fairly well observed, they ap- 
peared to be stretched out into thin parallel 
lines. In the films taken after the motor meal 
a teat-like projection was observed in what ap- 
peared to be the ileocecal valve. This was con- 
tinuous with the filled portion of the ileum. The 
appendix was not seen. 


At the end of 1 week, the patient having been 
comparatively comfortable and having shown 
no febrile manifestations, a laparotomy was per- 
formed. 


DIFFERENTIAL DIAGNOSIS 


Dr. Levanp 8. McKirrrick: This man has 
two types of pain: one, a vague indefinite dis- 
comfort, finally localizing in the right lower ab- 
domen, which I take to be due to local irrita- 
tion from whatever the process may be; the sec- 
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ond seems to be definitely an obstructive type 
of pain due to some interference with the nor- 
mal activities of the bowel. He has lost 30 
pounds. From the above, it would seem to me 
that we are justified at this point in assuming 
that he probably has a pathologic process in 
the vicinity of the cecum, primarily or second- 
arily involving the bowel and giving him an in- 
flammatory type of pain and, in addition to this, 
definite obstructive symptoms. 

The physical examination gives little addi- 
tional help. The absence of a palpable mass 
cannot be taken as evidence for or against the 
above assumption. He has slight hypertension 
which, I think, has nothing to do with the pres- 
ent situation, and a temperature of 99°F. is no 
help. 

He has surprisingly little anemia for a man 
who has been sick for 9 months. On the other 
hand, I doubt that the absence of a secondary 
anemia is going to help us greatly in our final 
conclusions. Under ordinary circumstances, a 
carcinoma of the right colon is accompanied by 
varying degrees of anemia; sometimes, it is very 
profound. Not infrequently we have had pa- 
tients come to us because of shortness of breath 
secondary to the anemia caused by a cancer 
of the right colon. On the other hand, we have 
seen a good many cases of cancer of the cecum 
and ascending colon with little or no anemia. In 
other words, we get little or no help from the 
fact that this man had no anemia of consequence. 
The same may be said for the white cell count 
of 10,200. The two negative stools are some evi- 
dence against an ulcerating process of the right 
colon. It is my impression that most cases with 
cancer of the right colon would present a posi- 
tive test for guaiae in the stools. Here again, 
however, | doubt if two negative stools can be 
considered definite evidence against the diagno- 
sis of cancer. 

[ find it a little difficult to visualize complete- 
lv the x-ray picture from the written report. I 
think it would be helpful if we could see the 
film. 

Dr. O. HAmpTon: 
colon. It shows this filling defect which looks 
more like feces than tumor. Here is the tip 
of the cecum. It is smooth and in normal posi- 
tion. The ileum is not filled. This is a film 
taken after evacuation. Here the filling defect 
looks more like tumor. Usually, in the interim 
between the observation of the filled colon and 
evacuation, some barium runs into the ileum, but 
it did not in this case. Next, we blew up the 
colon with air and demonstrated this mass stick- 
ing into the ascending colon with haustral mark- 
ings covering it. This appears to be a mass 
covered with normal mucosa. We could not 
fill the ileum with air although we pumped him 
up fairly full. When we tried to reduce the 
deformity with amyl nitrite and pressure, we 


This is the filled 


could make it move downward to the level ot 
the crest of the ilium, but, when we released the 
pressure, the deformity and filling defect passed 
up to the hepatic flexure again. 

This is a film taken 6 hours after a motor 
meal. What we tried to do was to find the ileum 
and decide why it could not be filled. These 
parallel lines were all we could demonstrate. 
This teat-like projection looks a little like the 
ileocecal valve. You can see the ileum coming 
around the colon and then it seems to go direct- 
ly through this mass. 

Dr. McKirrrick: I feel better, having said 
that I could not completely visualize these x-rays. 
I think we are justified in assuming that the 
patient has some pathology in the region of the 
ileocecal valve and probably in the cecum, it- 
self. Whether it is tumor, or whether it is in- 
flammatory, is not easy to decide. 

Dr. Hampton: I meant to say that he did 
have a palpable mass. 

Dr. McKirrrick: For the moment, one might 
enumerate certain processes involving the right 
colon that we might at least mention in our dif- 
ferential diagnosis, any of which may give ob- 
structive symptoms. One may get, for example. 
an amebic infection with a process localized to 
this region giving obstructive symptoms. So- 
called idiopathic colitis is at times a local dis- 
ease, though rarely so. Regional enteritis, al- 
though more commonly involving the small 
bowel, does at times involve a segment of the 


The ileo- 


colon, particularly the right colon. 
cecal region is the common site of a localized 


tuberculosis. It is also one of the more com- 
mon sites of Hodgkin’s disease. While from 
the evidence at hand it may be difficult to ex- 
clude the above conditions, it may be that a 
more careful consideration of the x-ray findings 
will be of help. 

The only way that I can interpret this rather 
unusual x-ray picture is to assume that there 
has been an intussusception in relation to the 
ileocecal valve and ascending colon. The one 
point that is difficult to correlate satisfactorily 
with this interpretation is the absence of col- 
icky obstructive pain during his preoperative 
stay in the hospital. I doubt, however, that one 
can take this sufficiently seriously to throw out 
such an interpretation of the films. If we as- 
sume that there has been an_ intussusception 
present, it would seem as though we might rea- 
sonably well exclude an inflammatory process. 
It would seem to me that the character of any 
inflammatory process, be it ulcerative colitis, 
an amebie infection, tuberculosis or regional en- 
teritis, is such as to make an intussusception 
extremely unlikely. I get the impression that 
he has a tumor of the wall of the bowel in the 
ileocecal region. The absence of secondary ane- 
mia and the absence of blood in the two stools 
would seem to suggest that this may not be the 
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common tumor seen in this region, namely, can- 
cer. It is my understanding that ]lymphoblas- 
toma or Hodgkin’s disease does not begin in the 
mucosa but in the submucosa, that it may ul- 
cerate and involve the mucous membrane but 
that, unlike caneer, the mucous membrane 1s 
secondarily rather than primarily involved. I 
should feel, therefore, that the diagnosis most 
probably lies between an atypical carcinoma of 
the cecum or ileoceeal region and a lymphoblas- 
toma and, because of the points above mentioned, 
T am inelined to favor a diagnosis of lympho- 
blastoma. 

Dr. Hampron : I did not mean to mislead you. 
The entire mass is not covered with normal 
mucosa; the upper portion is definitely abnor- 
mal. 

Dr. McKittrick: | did not interpret it all 
as being normal. I cannot make a positive diag- 
nosis, but it does seem to me that the process 
which to my mind most clearly fits this particu- 
lar picture is a lymphoblastoma with a possi- 
bility that there may be an intussusception at 
the ileoceeal valve. 

Dr. ArTtTHUR W. ALLEN: I know about the 
ease and should not discuss it. I did wonder, 
however, why Dr. McKittrick failed to mention 
a condition which has been deseribed and of 
which we have a number of cases, that is, a be- 
nign tumor at the ileocecal valve that has caused 
intussuseeption. It is one of the things that I 
think should be considered in this case. 

Dr. Ricwarp H. Minter: This was my pa- 
tient, who came into the Baker not long ago, 
and I operated after all these studies had been 
made. The tumor mass was palpable, although 
it was difficult to map out because it was quite 
tender. He had had two recent operations. 
When I had opened the abdomen and separated 
a few adhesions, I felt a mass in the cecum, 
which was almost as large as my fist. It did 
not involve the rest of the ascending colon, and 
later examination proved it to be at the base of 
the cecum and around the ileocecal valve. I did 
a resection of the right half of the colon with 
an end to side anastomosis of the terminal ileum 
into the transverse colon. He has done very 
well and has gone home; that was about 314 
weeks ago. 

Dr. Hampton: I have no doubt that he had 
intussusception from a study of these films and 
from other cases we have had. We have had 
cases, however, where intussusception of half 
the colon, as previously demonstrated by x-ray, 
was not found at the time of operation, and that 
was the reason I was trying to obliterate 
this thing with amyl nitrite and so on. Dr. 
Sechatzki made some relief pictures to demon- 
strate the intussusception in the specimen. This 
is an x-ray of the specimen after it was coated 
with barium. The mucosal pattern is well dem- 
onstrated. Here you can see the ileum passing 
into the ceeum and here is the tumor mass. The 


mucosa of the terminal ileum is definitely ab- 


normal; it appears swollen and somewhat dis- 
torted. 
CLINICAL DIAGNOSIS 

Tumor of the cecum. 

Dr. Letanp 8. McKrirrrick’s DriaGNosis 

Lymphoblastoma of the cecum with intussus 

ception. 
PaTHoLoaic DIAGNOSIS 
Carcinoma of the cecum with intussusception. 
PATHOLOGICAL DISCUSSION 

Dr. Tracy B. Mauitory: The surgical speci- 
men showed quite a large tumor mass, which 
you can see here, rather polypoid in character. 
It takes origin immediately proximate to the 
ileocecal valve. The intussusception has by this 
time been reduced, but the terminal 5 or 6 ecen- 
timeters of the ileum are bright red and marked- 
ly congested. The circulation had evidently 
been interfered with. That is more evident in 
the picture, where you can see the hemorrhagic 
character of the terminal ileum, than in the 
fixed specimen itself. The tumor turned out to 
be a quite malignant type of carcinoma. . The 
pocket that is apparent beside the tumor is all 
that is left of the ceeum, which has been almost 
obliterated by the tumor. There were numer- 
ous enlarged lymph nodes in the area, but they 
all showed inflammatory infiltration and no evi- 
dence of metastases. 

A Prysictan: Was there any evidence of 
polyp? 

Dr. Mauuory: Nothing that would definitely 
prove there had been a polyp. 

Dr. ALLEN: It lay, however, just where these 
benign growths arise. It probably was origi- 
nally benign. 

Dr. Mauiory: I think very probably. It was 
undoubtedly present at the time of his previous 
operations. 

There were numerous points to suggest that 


his previous surgical care had not been of the 


best. For instance, he had had a _ pilonidal 
sinus lanced three times as an abscess before it 
was recognized and adequately treated. 


CASE 23072 
PRESENTATION OF CASE 

A 59 year old Swedish domestic was admitted 
complaining of indigestion. 

The patient had been comparatively well un- 
til 7 weeks before entry, when she developed 
vague indigestion and a sense of fullness in the 
abdomen. A week later her skin became yel- 
low and the urine very dark. Loss of appetite 
and nausea developed, and the bowel movements 
became more frequent. Defecation occurred 
about 2 hours after each meal. The stools were 
gray in appearance. No note was made of their 
consistency. At about that time she noticed 
slight fever, and a week later entered a hospital 
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where she remained until a few days before ad- 
mission here. During her stay in the other hos- 
pital the fever waned, but the jaundice was pro- 
eressive and painless in character. Two weeks 
before coming to this hospital there was notice- 
able variability in the intensity of the jaundice. 
The urine, however, remained very dark, and 
the stools were white and mushy in character. 
Medication was administered during this time, 
and the stools became dark in color. There were 
no other associated symptoms of significance, al- 
though the epigastrie fullness after meals con- 
tinued and she was able to eat very little be- 
cause of rapid satiation. There was a loss of 
about 25 pounds in weight during the course of 
her illness. 

A year and a halt before admission the pa- 
tient had had a previous entry to this hospital, 
at which time ligation and injection of bilateral 
varicose veins of the lower extremities were per- 
formed. 

Physical examination showed a deeply jaun- 
diced, emaciated woman. The skin was dry, 
and there were several, small, wart-like excres- 
cences on the abdomen. The sclerae were icteric. 
The tongue was moderately dry. Several slight- 
ly enlarged, soft nodes were palpable in the right 
inguinal region. The heart was normal. The blood 
pressure was 110/80. A few scattered fine rales 
were audible over the posterior chest, but the 
lungs were otherwise negative. The upper bor- 
der of the liver was pereussed at the fifth in- 


terspace; the lower border extended below the 
level of the umbilicus and was slightly tender. 
No definite nodularity was noted. The tip of 


the spleen was questionably palpable. The ab- 
domen was seaphoid in appearance. No evidence 
of fluid was elicited. 

The temperature, pulse and respirations were 
normal. 

Examination of the urine showed a specific 
eravity of 1.020, with a slight trace of albumin. 
A large amount of bile was present. The sedi- 
ment contained a few white blood cells, but was 
otherwise negative. The blood showed a red 
cell count of 4,000,000, 70 per cent hemoglobin. 
The white blood cell count was 6,300, 82 per 
cent polymorphonuclears. The stools were clay- 
colored, and only on one oceasion was a slightly 
positive reaction obtained with the guaiae test. 
A blood Hinton test was negative. The icteric 
index was 100. The van den Bergh was 26 milli- 
grams per cent. A liver function test showed 
100 per cent retention of dye. 

A gastrointestinal series showed a normal 
esophagus, with no evidence of varices. The 
liver was apparently huge, with displacement of 
the stomach and colon downward and to the 
left. There was no evidence of splenomegaly. The 
stomach, pyloric valve and duodenum showed 
no evidence of intrinsic disease. It was dif- 
ficult to fill the seeond and third portions of 


the duodenum, apparently because of extrinsic 
pressure. At the end of 6 hours there was no 
residue in the stomach, and the head of the 
motor meal was in the splenic flexure. The as- 
cending colon and cecum were irregularly filled. 


The patient’s condition remained essentially 
unchanged. No bile could be found in the stools 
at any time. On the eighth hospital day a lap- 
arotomy was performed. 


DIFFERENTIAL DIAGNOSIS 


Dr. Epwarp L. Younec: In any ease present- 
ed to us for diagnosis we have to keep an open 
mind until all the evidence is in, but it is in- 
evitable that certain diagnoses present them- 
selves to our minds with the presenting symp- 
toms and it is for us to add to or subtract from 
the weight we have placed upon these in accord- 
ance with later details of signs or symptoms. In 
this particular case we have a painless jaun- 
dice in a 59 year old woman, lasting too long to 
be one of the simple catarrhal jaundice cases. In 
the first place, we do not expect catarrhal jaun- 
dice in a woman of this age, and we are sure 
that there is something more. The thing that 
comes to mind first, of course, is obstruction of 
the common duct by cancer in either the head 
of the pancreas, the papilla, or the main bile 
duct. The fact that the jaundice has varied in 
intensity is not inconsistent with this diagnosis ; 
in a rare case it is possible for jaundice to dis- 
appear entirely for a short time. On the 
other hand, we cannot rule out stone in the 
common duet, even though there is no story of 
pain or cholangitis. The loss of weight likewise 
is consistent with either malignancy or indiges- 
tion that is so bad that she has not been able to 
get the benefit from her food. The physical 
examination is entirely consistent with the diag- 
nosis of carcinoma of the head of the pancreas. 
The only unusual thing is the size of the liver, 
and I believe that is explained by a biliary 
cirrhosis due to the backing up of bile into the 
biliary tree. It is true that in carcinoma of the 
head of the pancreas we expect to find a pal- 
pable gall bladder more often than a liver of 
this size. 

Are there any other conditions to consider? 
A cirrhosis ought not to be causing a complete 
obstruction and so rapid a progress as this, 
and I believe we have to say that it is either 
an obstructive jaundice due to malignancy, as 
the first choice,—either in the head of the pan- 
creas, where it should be according to the law 
of chance, or at the papilla, or in the common 
duct—or it may be one of the rare cases of 
silent common duct stone. The urine shows 
nothing beyond the usual evidence of irritation 
of the kidneys by bile. The red cell count is 
higher than we would expect if there has been 
cancer of any extent or duration, but does show 
a slight anemia. The white cell count and the 
temperature seem to me to rule out any degree 
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of cholangitis. The fact that there was 100 per 
cent retention of dye means that the liver was 
completely out of commission. The complete 
absence of any symptoms, other than the mild 
indigestion, and the lack of any more evidence 
of blood in the stool would seem to me to rule 
out the intestinal tract as the primary source 
of malignancy. The gastrointestinal series is 
often helpful in showing a large curve of the 
duodenum around an enlarged head of pan- 
creas. Here it merely states that there was 
some difficulty in filling the second and third 
portions, apparently from pressure without, 
but with a large liver it seems to me that this 
might be the source of pressure and it does not 
help us in relation to the head of the pancreas. 

We have but one choice in the line of treat- 
ment and that is to offer the patient an explor- 
atory operation. The purpose is threefold: 
(1) to establish a diagnosis, (2) if it is what 
we believe it to be, an incurable obstruction, to 
attempt to reestablish the patient’s intestinal and 
body chemistry by doing some sidetracking op- 
eration that will allow the bile to go into the 
gastrointestinal tract again, and (3), at the 
same time, to forestall what often is in itself a 
serious situation, the intense itching from the 
jaundice. We always have the danger of hem- 
orrhage to consider. In this instance the sur- 
geon apparently felt, as I do, that determina- 
tion of the bleeding and clotting times would 
do very little except to confuse, and that the 
wise thing was to go ahead and trust to trans- 
fusion if postoperative bleeding developed. 
When one is seriously worried about bleeding, 
however, I think it is often wise to transfuse 
immediately before and immediately after op- 
eration, as it is easier to prevent bleeding than 
to stop it after it once starts. 

Dr. BENJAMIN CASTLEMAN: At operation the 
surgeon found an enlarged liver and a markedly 
distended gall bladder and common duct. In 
the region of the head of the pancreas there was 
a hard nodular mass about 3 centimeters in 
diameter. The common duct was opened and a 
probe went directly into the tumor mass. This 
incision was closed without drainage and a chole- 
cystgastrostomy was done. A wick was placed 
down to the common duet, and the wound closed. 

On the first postoperative day the patient 
complained of epigastric discomfort and mod- 
erate distention. About 600 cubic centimeters 
of bloody fluid were aspirated from the stomach. 
Her pulse was 130 and the blood pressure 
100/65. A stomach lavage yielded bright red 
blood and, since it was apparent that she was 
bleeding from her anastomosis, a transfusion 
was given. She continued to do poorly, in spite 
of further transfusions, and died on the eighth 
postoperative day. 

Dr. Youne: Following operation the patient 
showed no evidence of bleeding from the wound, 
but apparently did have some bleeding into the 
stomach; the surgeon considered this evidence 


of hemorrhagic tendency and used the only ef- 
ficient weapon that we have, namely, transfu- 
sion. In spite of this, the patient died. It does 
not seem to me that we have sufficient evidence 
to justify the belief that hemorrhage was the 
sole cause of death. I believe the pathologist 
will tell us it was a liver death. 


PREOPERATIVE DIAGNOSIS 

Obstructive jaundice. 

Dr. Epwarp L. Youna’s 

Cancer of the head of the pancreas. 

ANATOMIC DIAGNOSES 

Colloid adenoearcinoma of the head of the 

pancreas. 

Operative wound: cholecystgastrostomy. 

Leakage of cholecystgastrostomy. 

Peritonitis, acute generalized. 

Hemoperitoneum. 

Hemorrhage into the gall bladder. 

Pulmonary collapse, complete, left lower lobe. 

Ilemorrhage into the bronchial tree. 

Bronchopneumonia. 

Pulmonary emphysema. 

Hydrothorax, bilateral. 

Jaundice. 

PATHOLOGICAL DiscUssION 

Dr. CASTLEMAN: The postmortem examina- 
tion confirmed the diagnosis of carcinoma of 
the head of the pancreas. Completely surround- 
ing the ampulla of Vater, but in the pancreas, 
was an ill-defined, grayish-yellow, firm, gritty 
tumor, measuring 1.5 by 1 by 1 centimeter—one 
of the smallest tumors that we have seen in this 
region. Histologically the tumor is colloid 
adenocarcinoma. As was expected, hemorrhage 
was found in the gall bladder and stomach. In 
addition there was a large blood clot, about 8 
by 5 by 4 centimeters, overlying the common 
bile duet. The immediate cause of death, how- 
ever, was probably an acute generalized perito- 
nitis resulting from a leak of the anastomosis. 
One of the sutures had apparently given way, 
leaving an opening about 2 millimeters in diam- 
eter, which allowed free drainage into the perito- 
neal cavity. The latter contained about a liter 
of brown, turbid fluid. The peritoneal reaction 
was most marked in the pelvis. There were coni- 
plete collapse of the left lower lobe and broneho- 
pneumonia in the right upper lobe. 

At autopsy, discrepancies constantly arise in 
checking clinical observations regarding the size 
of the liver. In this case, with a liver reaching 
to the umbilicus, there can be no doubt that it 
must have been greatly enlarged before opera- 
tion, yet, at autopsy, it weighed only 1500 grams. 
It did not show any evidence of atrophy or any 
significant grade of cirrhosis, so that the en- 
largement must have been due, primarily, to dis- 
tention with bile. In the 6 days that inter- 
vened between operation and death there was 
adequate time for this to have disappeared. 
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New 


ANNUAL REGISTRATION OF 
PHYSICIANS 


House Bill 34 providing for the annual re- 
registration of physicians and introduced by the 
Board of Registration in Medicine has already 
been commented on editorially in this Journal 
(215:1180 |Dee. 17] 1936). At that time vari 
ous arguments for and against the Bill were 
cited and the text of the Bill was appended. 

The Council of the Massachusetts Medical So- 
ciety at a meeting held on February 4, voted 
71 to 38 in favor of the Bill; but, evidence pre- 
sented at the hearing of the Bill at the State 
House on February 11 before the Legislative 
Committee on Public Health and less official in- 
formation, such as that contained in a letter pub- 
lished in this issue of the Journal, indicate 
definite opposition from certain members of the 
Massachusetts Medical Society. A special meet- 
ing of the Council to reconsider the Bill has 
been called for February 24. 


For the information of those who are still 
uninformed of the provisions of the Bill and the 
reasons given by the Board for requesting the 
legislation, a letter from the Secretary of the 
Board is published in this issue of the Journa/. 
This letter is chiefly a repetition of what was 
said at the legislative hearing on February 11. 


SECRET REMEDIES 


Since the dawn of medicine there have been 
secret, alleged ‘‘cures’’ for cancer and other 
diseases. The literature on the subject is enor- 
mous. Many remedies that have been sold for 
decades are still used even though no scientitic 
evidence that will stand analysis has ever been 
presented to substantiate the claims of the man- 
ufacturers. Recently a young physician ap- 
proached a member of the staff of a world rec- 
ognized research institute and asked him to co- 
operate in trying out such a remedy. The re- 
quest was denied, for the remedy was a secreé 


Jone. 


<ver since the medical profession has had a 
formal or even informal code of ethics, secret 
remedies have been frowned upon. At the pres- 
ent time most recognized medical societies dis- 
tinctly forbid the use of such remedies by mem- 
bers. Most laymen, and unfortunately many 
physicians, cannot understand what is wrong 
with their use, provided the patient understands 
the situation. At the risk of being repetitious 
and, perhaps, of not stating the case against 
such remedies as well as it has already been 
stated by many leaders of medicine, a few 
thoughts are given below in an attempt to prove 
that the use of secret remedies must always be 
barred by those that have any pretension to 
ethical conduct in their professional work. 

Mutual trust must be the basis of all coopera- 
tive effort in the profession. When one man 
asks another to try his secret remedy, he is ask- 
ing him to trust him not to put any poisons 
into the material and to keep the formula un- 
changed from one lot to another. On the other 
hand he is not trusting him with any important 
information as to his product. The trust is 
therefore entirely one-sided and not mutual. An 
honest man cannot ask this much of another 
man. Even the law, which many physicians and 
scientists think is a somewhat backward code, 
has recognized for centuries that a contract to 
be valid cannot be entirely one-sided. A person 
arguing for the use of such secret remedies 
might ask, ‘‘How about the trust between doe- 
tor and patient even when no secret remedy is 
used; is not the trust that the patient must 
put in the doctor’s knowledge and skill always 
one-sided ?’’ It is not. The patient must often 
trust the doctor in matters that he cannot un- 
derstand, but in return the doctor trusts the 
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patient to repay him for his services either in 

money or otherwise as the case may be. 
A person with an investigative type of mind 
might ask, ‘‘ Would you deprive the world, even 
7 for a few days, of the possible great benefits 
: from this invention just because the inventor 
wishes to keep it a secret?’’ The answer must 
oF be ‘‘Yes’’. The world has always given and 
a will always give honor and, frequently, great 
financial recognition to the scientist who makes 
a great discovery as soon as its greatness 1s 
proved. At the present time the world is in 
such a frame of mind that anybody who con- 
tributes but a small part to the eventual solu- 


ae tion of the cancer and many other problems 
iy will be honored and showered with riches to an 
: extent never before seen in medicine or science. 
as The man who thinks he has an important con- 
; tribution and refuses to publish his results lays 
i ‘himself open not to suspicion but to absolute 


knowledge of the scientifie world that his rem- 
edy is not what it is supposed to be. It is either 
a hypothetical product that he wants to be free 
to experiment with by changing it from time 
to time or, more likely, it is a pure fraud and 
: he is a charlatan. 
i If such men would reveal their formulas, the 
following sequence of events would take place. 
First, the great scientific institutes would hasten 
to subject the material to adequate, scientific 
tests. If the treatment were endorsed by sci- 
entists, the originator would immediately be- 
come, particularly if it concerned cancer, one 
of the great contributors to medicine. If even 
slight suecess were to follow its use, he would 
be greatly honored and with his cooperation 
every effort would be made by hundreds of sci- 
entists to make the treatment more useful. His 
would be the chief honor, if any great results 
a followed. If, however, the treatment were not 
endorsed, it would be just another ‘‘cure’’ that 
failed and no harm would come to him or his 
reputation for having made the effort. 

Many men persistently refuse to submit their 
products to competent investigation. We won- 
der why. 


CANCER MISCONCEPTIONS 


In a recent issue (October, 1936) of the Bul- 
: letin of the American Society for the Control 
~ of Cancer, Dr. Frank L. Rector lists seven fal- 
- lacious ideas regarding cancer, one or more of 
which are held by many practicing physicians 
and which, he believes, are extremely inimical 
to patients’ welfare. This article is abstracted 
in the December issue of the Cancer Clinic Bul- 
lettm of the Massachusetts Department of Pub- 
lic Health. His statements are based on an ex- 
perience of six years entirely devoted to cancer 
education in the Middle West, during which time 


the cancer problem has been discussed with hun- 
dreds of physicians and thousands of laymen. 

The ‘‘seven steps to the undertaker’’ are as 

foliows : 

1. Efforts to enlighten the public about can- 
cer only stimulate cancerphobia and in- 
crease morbid fears about the disease. 

2. Cancer education drives the public 
quacks. 

3. The profession has no cure or even hope 
to offer the cancer patient. 

4. Treatment often increases the patient’s suf- 

fering. 
5. By telling the patient the truth, his con- 
dition is often aggravated. 
6. The patient will not cooperate in treat- 
ment. 
A watchful waiting attitude on the part 
of the physician is often the best method 
to pursue. 


to 


It is hoped that all physicians in this section 
of the country are sufficiently well-informed to 
appreciate the advances that have been made in 
cancer therapy during the past fifteen or twenty 
years and to realize that frank discussion of the 
individual case with the patient and of the gen- 
eral facts with the laity is demanded, just as 
in the venereal disease problem. 


THIS WEEK’S ISSUE 


CONTAINS articles by the following named au- 
thors: 


Munro, Donatp. M.D. Harvard Medical 
School, 1916. F.A.C.S. Visiting surgeon, in 


charge of neurological surgery, Boston City Hos- 
pital. Assistant professor of neurological sur- 
gery, Harvard Medical School and Boston Uni- 
versity School of Medicine. Consultant in 
neurological surgery at Massachusetts Memorial 
Hospitals and at Waltham, Coneord and Fiteh- 
burg hospitals. Address: 818 Harrison Ave- 
nue, Boston, Mass. 

Weener, Watter. M.D. University of Ne- 
braska College of Medicine, 1926. F.A.C.S. <As- 
sociate in neurological surgery, Boston City Hos- 
pital. Assistant in neurological surgery, Har- 
vard Medical School. Consultant in neurologi- 
eal surgery, Framingham and Lynn hospitals. 
Address: 818 Harrison Avenue, Boston, Mass. 
Their subject is ‘‘Primary Cranial and Intra- 
cranial Epidermoids and Dermoids.’’ Page 
273. 


FLEMING, Ropert. M.D. Harvard Medical 
School, 1930. Assistant in psychiatry, Harvard 
Medical School. Research fellow, McLean Hos- 
pital, Waverley, Mass. Junior associate in med- 
icine, Peter Bent Brigham Hospital. Address: 


270 Commonwealth Avenue, Boston, Mass. His 


‘ 
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subject is ‘‘The Management of Chronie Al- 
eoholism in England, Scandinavia and Centrai 
Europe.’’ Page 279. 


300onE, Joun A. M.D. Harvard Medical 
School, 1933. Assistant resident physician, Peter 
Bent Brigham Hospital. Address: 721 Hunt- 
ington Avenue, Boston, Mass. His subject is 
Acacia in the Treatment of Nephritic 
Edema. Report of a Case.’’ Page 289. 


Gorr, C. W. M.D. University of Illinois Col. 
lege of Medicine, 1924. F.A.C.S. Associate or- 
thopedist, St. Francis Hospital, Hartford, Conn.., 
and Newington Home for Crippled Children, 
Newington, Conn. Address: 30 Farmington 
Avenue, Hartford, Conn. His subject is ‘‘ Closed 
Reduction of Fractures of Os Calcis.’’ Page 
293. 


CHAMBERLAIN, JouN W. M.D. Harvard Med- 
ical School, 1932. Assistant surgeon on the Sur- 
vical Service, Children’s Hospital, Boston. <As- 
sistant in surgery, Children’s Department, Cam- 
bridge Hospital, Cambridge. Address: 66 Com- 
monwealth Avenue, Boston, Mass. His subject 
is ‘‘Aeute Intestinal Obstruction Following 
Hernia Into Ascending Mesocolon. A Case Re- 
port.”” Page 298. 


Che Massachusetts Medical Society 


SPECIAL MEETING OF THE COUNCIL 

A sprEcIAL meeting of the Council of the 
Massachusetts Medical Society will be held in 
John Ware Hall, Boston Medical Library, 8 Fen- 
way, Boston, on Wednesday, February 24, 1937 
at 11 a. m., on written request of ten councilors, 
as provided in Section I, Chapter IV of the by- 
laws. 

Business: 

To reconsider certain actions of the Couneil 
at the meeting held on February 3, 1937, rela- 
tive to legislative matters. 

ALEXANDER S. Brae, M.D., Secretary. 

Boston, February 16, 1937. 


Councilors are asked to sign one of the two attend- 
ance books before the meeting. 


SOME COMMENTS ON HOUSE BILLS NO. 1489 
AND NO. 383—BILLS THAT PROVIDE SYSTEMS 
OF COMPULSORY SICKNESS INSURANCE FOR 
MASSACHUSETTS CITIZENS 

SUBMITTED AT THE DIRECTION OF THE PRESIDENT AND 
THE Pustic RELATIONS COMMITTEE OF THE MASs- 
ACHUSETTS MEDICAL SOCIETY 


BY MICHAEL A. TIGHE, M.D. 


Two bills, providing systems of compulsory sick- 
ness 


insurance for Massachusetts citizens, have 


been introduced into the Massachusetts Legislature. 
Herein is presented an analysis of the main pro- 
visions of these bills. 


House Bill No. 1489 has been offered by the Mass- 
achusetts Department of the American Federation 
of Labor. This is practically the same bill as was 
offered to the Massachusetts Legislature in 1936. On 
that occasion, it died in committee. In 1936, it was 
known as the Epstein Bill, receiving its name from 
Abraham Epstein, executive secretary of the Amer- 
ican Association for Social Security. The Literary 
Digest, January 30, 1937, tells us that this society, 
with its high-sounding name, is largely Epstein 
himself. 

The Bill is presented this year to the Massachu- 
setts Legislature with the mantle of organized la- 
bor’s approval. From certain authoritative sources 
comes the feeling that. labor is not particularly 
eager to do strenuous battle for this legislation. It 
is appreciated that this might be so, because the 
philosophy of labor has always been to obtain sutf- 
ficient income for the worker to enable him and his 
dependents to live decently and well, with the as- 
surance of such personal liberty as will allow him 
to live his own life and to conduct the intimacies 
of that life in his own way and to his own liking. 

When sociologists in this country began their 
agitation for compulsory sickness insurance, they 
made much of the difficulties that the low income 
groups had in financing their medical needs. This 
called for some system that would ease this bur- 
den. With this principle, medical men everywhere 
have been in sympathy. They differ, however, with 
the sociologist in the methods by which this end is 
attained, taking, we believe, the very reasonable 
point of view that political control of such a system 
would result in a defeat of the purpose sought— 
good medical care for this low income group. They 
were led to believe this from an observation of how 
such politically-controlled systems have worked in 
Europe, and from their own knowledge of how the 
political mind, generally, functions. 

These same sociologists, emboldened by the politi- 
cal happenings of the last several months, have now 
dropped their modest and idealistic pose of yester- 
day. Their real purpose is at last apparent. Sick- 
ness insurance for all the people, irrespective of in- 
come, is their demand today. 

House Bill No. 1489, as it is presented to us, is a 
very involved and voluminous document. The limi- 
tations of available space in this Journal make it 
possible for us to touch only the high spots. 

The first thing that strikes the eye is that it pro- 
vides sickness insurance for all the people. This 
Bill compels all whose wages are $60 or less a week 
to subscribe to the insurance scheme. It also pro- 
vides that anyone whose earnings are above $60 a 
week may subscribe voluntarily. The Bill provides 
not only for medical and dental service for the work- 
er, but also for any and all of his or her dependents. 
The compelling part of this proposed legislation 
would take at least 80 per cent of our people out of 
the private practice of medicine. 
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It provides for every type of medical care, ex- 
cept that for tuberculosis and venereal disease. The 
services of the specialist, as well as those of the 
general practitioner, are guaranteed. The surgeon, 
the obstetrician, the ophthalmologist, the ear, nose, 
and throat man, the orthopedist, the pediatrician and 
the neurologist are all included in this legislation. 

7 Hospitalization and benefits are also pro- 
vided. The amount of these cash benefits is at the 
minimum 50 per cent of wages for the worker 
without dependents. These increase with 
ine the increase in the number of dependents. A man 
. with a wife and four children, whose weekly wage 
will receive $22.50 each week while 
In the of such a man in the 
specified income bracket, it is easy 
to understand why he might not be impelled to 
hurry back to his employment. Furthermore, it is 
easy to understand how such a situation might make 
doc- 


cash 


of 


benefits 


7 is $30 a week, 
incapacitated. 
middle of the 


case 


a liar and a cheat out of an otherwise honest 
tor, as a matter of self-preservation. 

The bureaucrat will find in the proposed adminis- 
A tration of this act a veritable Garden of Allah. Here 
he finds all the trimmings in the form of commis- 
sions, administrators, investigators, councils, advi- 
sory committees, and so forth, which so delight his 
heart, but which take no account of the burden of 
3 expense that such trimmings place on the back of 
the workman who pays the Dill. 

The Bill provides that the Governor of the Com- 
oe monwealth shall appoint a Commissioner of Health 
af Insurance, a man or Woman, any man or any woman, 
| with no reference as to qualifications. The Com- 
= missioner is the chief administrative officer of the 
system. Associated with him, there will be a Com- 
mission of four, consisting of the Commissioner of 
Public Health and three members appointed by the 
§ Governor. One of these members shall be a repre- 

sentative of the employer group; one shall be a rep- 

resentative of the employed; and one representative 
is j of the professions furnishing the medical benefits. 
a Obviously this latter representative may be a doc- 
tor of dentistry or a doctor of medicine. So it is evi- 
dent in the set-up of the Commission that the medi- 
oie cal profession may not be represented at all. 

As the Bill is now drafted, salaries are provided 
for this Commission. The definite amount of these 


salaries is not provided. 


ae This Commission is given amazing power under 
ig the act. Let us quote No. 6, Section E, under the 


heading of Powers and Authorities: if, after 
inquiry, it is satisfied that cash, maternity, or medical 
benefits provided by this act are not being furnished 
adequately, properly, or efficiently, within any local 
area, to disregard, nullify, and void the arrange- 
ments and other acts of the local Council and local 
finance and medical managers of said local area in 
whole or in part.” 

If we read a little farther into this same heading, 
we come to Section L. Let us read this section in 
connection with Section E. Section L gives the Com- 
mission the right “To acquire by purchase, exchange, 
or otherwise, personal and real property and to erect 


and construct buildings necessary to the proper ad- 
ministration of the act, etc.” 

We are impressed as we read these two sections 
by the real threat that this legislation offers to the 
very existence of such institutions for the care of the 
sick, whose management eye to 
with the Commission. 

In the administrative set-up, next comes the Stat« 
General Council twelve members ap- 
pointed by the Governor: three representatives oi 
the employers; three representatives of the employ 
and of the 
furnishing the medical benefits—again three doctors 
or three dentists, or any other combination—; and 
three representing the public. Much imagination is 
not necessary to indicate how powerfully the pro- 
the Advisory Council 
votes. “The (Advi- 
Council shall consider shall advise the 
Commission upon all matters connected with the 
administration of this act and of the benefits pro- 
vided therein submitted to it by the Commission.” 
No salaries are provided for the Council. 

This next provides for a State Medical Advi- 
by the 
These nine will be representative of the 


does not see eye 


Advisory of 


ees; three representatives professions 


represented in 


of twelve 


fessions 


with 


are 
three out said 


sory) and 


act 


sory Council of nine members appointed 
Governor. 
“general medical and dental practitioners, the sur- 
geons, the other medical and dental specialists, the 
pharmacists, the hospitals, laboratories, clinics, and 
nurses”. No salary is attached. 

The State 


cer in each district. 


an offi 
Each of these offices shall have 


is divided into districts with 
a supervisor of finance, a district medical supervisor, 
and office help as needed. 

Each district 


“The local Council shat! 


We have not reached the end yet. 
will have its own Council. 
be composed of one appointee representing the pro- 
fessions, one representing employers, two represent- 
ing the 
the local public health officer. 


and 
This Council shall 
be appointed by the Commission and paid on a per 


medical 


employees, local supervisor, 


diem basis. 
The further that the local Counci! 
may appoint local advisory committees ad infinitum. 


act provides 

I am afraid that we would have to spend so much 
time in the administration of this system that there 
would be no time left care sick. I 
afraid that John Jones, aged 21, who has a claim in 
dispute, will witness the advent of his first grand- 
child before his claim is finally adjudicated. 


to tor the ani 


From the principles of economics we know that ex- 
penses and profit determine costs to the consumer. 
With the profit element eliminated, 
penses must at least balance. 
to be elemental. The framer of this Bill, however, 
is not concerned with such elementary things. He 
tells us that this nonprofit insurance scheme is go- 
ing to cost 6 per cent 
tributed. 
revealed 


costs and 
This would seem 


e@x- 


of payrolls, variously dis- 
How he arrives at this is a mystery not 
in the Bill. 

The Bill establishes but one definite item of ex- 
pense, namely, the cash benefits paid to the worker 


a 
Ade 
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when he is ill. It does not establish the elaborate 
administrative costs and it does not establish the 
final fees paid for professional services. 

We believe that these administrative costs have 
yeen deliberately and intentionally left out, because 
they would loom so large as to damn, definitely and 
of themselves, this legislation. That 6 per cent of 
payrolls would be sufficient to finance this act seems 
very unlikely. 


House Bill No. 383, the second compulsory sick- 
ness insurance bill before the present session of the 
Legislature, is known as the Gray Bill, having been 
introduced (by request) by Mr. Pierce of Greenfieid 
on the petition of Dr. Guy M. Gray of Greenfield, 
Dr. Gray, we are informed, follows two voca- 
He practices dentistry, and he practices law 


Mass. 
tions. 
as well. 

This Bill does not include dental care for the 
workman. Medical services, as provided for by this 
act, are defined on page 3, lines 63 to 65, inclusive. 
as follows: “All services and supplies designed for 
the prevention, cure, or alleviation of illness, in- 
jury, or physical or mental defect.” 


At first sight, this Bill, as compared with Bill No. 
1489, may seem rather innocuous. A close examina- 
tion of it, however, demonstrates that in principle, 
at least, and even in the details of administration, 
there is very little difference. As a matter of fact, 
Bill No. 1489 recognizes the importance of some pro- 
fessional representation in the personnel of the in- 
surance commission. 

This Bill in making up its chief administrative 
body ignores the medical profession. We should be 
greatly flattered at the apparent esteem in which 
the medical profession of Massachusetts is held by 
a member of a closely allied profession. 

We quote Section 24, page 20: 

“(1) The Governor and his Council shall appoint 
the Chairman of the Commission, who shall hold 
office for a term of seven years, and shall be eligi- 
ble for reappointment for succeeding terms of of- 
fice of the same length. The Chairman may be re- 
moved from office by the Governor and his Councii 
at any time for cause. The Chairman shall devote 
his full time to the service of the Commission and 
shall not hold any other position of trust or profit. 
He shall receive a salary of not less than five thou- 
sand dollars nor more than seven thousand five hun- 
dred dollars per annum, as may be determined by 
the Governor and his Council. The Chairman shal! 
be the chief executive officer of the Commission and, 
as its representative, shall supervise and direct the 
administration and enforcement of this act. 

“(2) The Governor and his Council shall appoint 
not less than two and not more than four other per- 
sons as members of the Commission, each of whom 
shall hold office for a term of five years and shall be 
eligible for reappointment for succeeding terms of 
office of the same length. Any member may be re- 
moved from office by the Governor and his Council 
at any time for cause. Each member appointed un- 


der this subsection shall devote so much of his time 
as may be necessary to the service of the Commis- 
sion, and, subject to the provisions of subsection °, 
shall receive such remuneration from the fund 
may be determined from time to time by the Gov- 
ernor and his Council, to an amount not to exceed 
two thousand five hundred dollars per annum. 

“(3) The Governor and his Council may at any 
time designate as Vice-Chairman one of the mem- 
bers of the Commission appointed under the provi- 
sions of subsection 2, who shall hold office until the 
expiration of his tenure of office as a member of the 
Commission. The Vice-Chairman shall assist the 
Chairman to supervise and direct the administra- 
tion and enforcement of this act, shall devote his 
full time to the service of the Commission, and shall 
receive in return therefor a salary not exceeding 
three thousand five hundred dollars per a:num in 
addition to such remuneration as he may receive as 
a member of the commission pursuant to the provi- 
sions of subsection 2.” 


as 


It must then be obvious that this bill proposes to 
turn the medical care of certain of our people over 
to a purely politically-minded Commission. 

The administration of this act goes on from this 
point, in general, in much the same manner as pro- 
vided for in Bill No. 1489, building up a large and 
complicated administrative overhead. 


All people, who, in the course of their employment, 
earn $1800 or less per year, with a few exceptions, 
are compelled to subscribe. Under certain condi- 
tions, people who earn less than $3000 may subscribe. 


This Bill provides not only for the care of the work- 


er, but also for his dependents. It provides hospi- 
tal care in the public wards therein. It provides 
for the services of specialists. Cash benefits are 
not provided for. This latter eliminates one source 
of many evils and much controversy. The cost is 
estimated at 3 per cent of payrolls. The employee 
pays 2 per cent. His contribution, however, shall 
not be less than 35 cents or more than 70 cents per 
week. The employer pays 1 per cent. This con- 
tribution shall not be less than 20 cents per week 
per employee or more than 35 cents. 

The method of remunerating physicians is not defi- 
nitely set down. The law permits the Commission 
to establish any one of three methods, namely, (1) 
straight salary, (2) so much per capita, (3) indi- 
vidual fees for each service. When, and if, the sec 
ond or third method, or any combination of these 
two methods, is established, the act provides that. 
from the date at which it becomes effective until 
the first day of March, 1938, the Commission shall 
set aside moneys for the payment of physicians at 
not less than $4.50 per insured patient per vear. 
These rates at the first day of March, 1938, shall be 
revised, and shall be further revised during 1938, 
and henceforth shall be revised annually. 

While we may not speak with authority, there 
does arise in our minds some question as to the con- 
stitutionality of Section 35, beginning on page 26. 
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“Fortunately for us, the right man arose in the 
Hartford Medical Society thirty-four years ago. For 
a long time he carried all the detail work in addi- 
tion to the regular duties of librarian. His worth 
was recognized by the Medical Library Association 
in electing him its president the year following the 
incumbency of Dr. Malloch. We, too, value his long 
devotion to our intellectual welfare and it seems fit- 
ting that we should go on record regarding it. 

“Believing it will meet with the unanimous and 
hearty approval of our membership in our desire to 
honor him and to express publicly our appreciation 
and thankfulness to him for his many years of un- 
selfish labor in our behalf, we recommend that the 
Hartford Medical Society shall tonight name its li- 
brary the Walter R. Steiner Medical Library.” 

This tribute is of public interest because it brings 
to notice once more the existence of this valuable 
library and records another of the many interests 
and labors of this leading physician and citizen. 


At the annual meeting of the Society Dr. Otto G. 
Wiedman was elected. president. retiring 
president, Dr. Edward A. Deming, in his retiring ad- 
dress discussed the “medical expert dilemma” in 
relation to murder defense on grounds of insanity. 
Commenting on this same subject, apropos of the 
commission recently appointed by the Governor to 
study the problem, the Hartford Courant in an edi- 
torial says, “It will be a long step in advance if the 
1937 Legislature provides that defendants in crim- 
inal cases who plead insanity shall be examined by 
two psychiatrists appointed by the court. Rightly 
or wrongly the people long ago lost confidence in 
the trustworthiness of so-called ‘expert’ testimony 
in criminal cases. Too often has it appeared that 
it is possible to obtain, for a price, medical or other 
testimony to bolster up any conceivable fantastic 
plea set up by an accused. Probably that does in- 
justice to many able, honest alienists and other ex- 
perts. However it should be helpful to give such 
testimony the authority of disinterestedness, by hav- 
ing the court take charge of it. So the Governor's 
commission on mental illness proposes.” 


Monoxipe Gas HaAzarp 


Serious accident hazard due to the presence of car- 
bon monoxide in cars has been shown by tests 
made by the Travelers Insurance Company, the 
State Department of Health, the State Motor Vehi- 
cle Department and an oil company. 

Warren Hough, chemical engineer for the Trav- 
elers, says the tests showed that dangerous condi- 
tions can exist and may have an important ;:bearing 
on the frequency and severity of accidents. 

“Fifteen parts of carbon monoxide gas in 10,000 
parts of air are sufficient to cause collapse within 
an hour,” Mr. Hough said. 

Tests made in cars in Hartford showed that when 
a car being tested was required to stop behind a 
bus at an intersection, the concentration of carbon 
monoxide within the test car reached 7 parts in 
10,000 of air. The bad condition of pleasure cars 


and the attraction of carbon monoxide from other 
cars by the fans under the hoods are the principal 
causes of the presence of the deadly gas, which is 
colorless and odorless. Drowsiness, dizziness, head- 
aches and weakness may be caused by the gas 
without the driver being aware of its presence. 


YALE PsyYCHIATRIST NAMED TRUSTEE 
Dr. Lloyd J. Thompson, associate professor of 
psychiatry at the Yale School of Medicine, has been 
appointed a trustee of the Meriden School for Boys. 
Governor Cross named the psychiatrist to fill the 
unexpired portion of the term of the late Archibald 
Macdonald of Putnam to July 1, 1939. 
Dr. CLIFFORD APPOINTED TO CHILD HYGIENE 
Dr. Martha L. Clifford has been named director o! 
the Bureau of Child Hygiene, State Department of 
Health, succeeding Dr. A. Elizabeth Ingraham, Com- 
missioner Stanley H. Osborn has announced. Dr. 
Clifford’s appointment was effective January 1. She 
has been assistant director since March 1. Dr. Clif- 
ford was graduated from the University of Colorado 
and the Colorado School of Medicine. In 1935 she 
received her public health certificate at Johns Hop- 
kins School of Hygiene and Public Health. 


COMMISSION FOR StupY OF MENTAL CASES 

A special Commission for a _ scientific study of 
mental defectives in Connecticut has been appoint- 
ed by Governor Cross to work in cooperation with 
the Carnegie Institution of Washington. The In- 
stitution will provide funds for a study to cover the 
types of cases of mental defectives, their number, 
their family backgrounds and their treatment. The 
study will be based on the population of the Mans- 
field State Training School and Hospital and the 
waiting list for that institution. It is expected that 
data will be available before the completion of the 
1937 General Assembly session. Dr. C. Charles 
Burlingame, physician-in-chief of the Neuro-Psychi- 
atric Institute of the Hartford Retreat, is a mem- 
ber of this Commission. 


BuREAU OF MENTAL HYGIENE 

A sound development of preventive service has 
been made by the Bureau of Mental Hygiene of the 
State Department of Health. Work which had been 
allowed to lapse in 1935 because of lack of funds 
has been revived, through restoration of funds by 
the General Assembly and money made available 
through the Federal Social Security Act. In Decem- 
ber the staff of this bureau accepted 294 new cases, 
of which 123 were being carried over for further 
study. 

ANTIQUE CLOocK OF Dr. ELISHA PERKINS 

The antique hall clock originally belonging to 
Dr. Elisha Perkins of Plainfield, Connecticut, has 
been willed to the New York Academy of Medicine 
by Dr. Perkins’s great-grandson. Dr. Perkins, born 
in Norwich in 1741, was the inventor of the famous 
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“metallic points to relieve pain”, patented in Wash- 
ington February 19, 1796, and commonly known as 
Perkins tractors. 


UNDULANT Fever REACHES A NEW HIGH 


While undulant fever is definitely a preventable 
disease by means of milk pasteurization or the test- 
ing of cattle, it has been steadily on the rise in Con- 
necticut since the first case was recognized in 1924, 
During 1936 it reached an all-time high with 99 
cases reported. 

De. Joun Carrer ROWLEY REAPPOINTED TO EXAMINING 
BoarpD 


Dr. Rowley of Hartford has been reappointed by 
Governor Cross as a member of the Connecticut 
Medical Examining Board. The appointment is for 
a five-year term that started January 1. 


Sr. Francis HospitaL News 


Mother Xavier, who received her training as a 
nurse at St. Francis Hospital, Hartford, and who 
founded St. Mary’s Hospital, Waterbury, has been 
named superintendent of St. Francis Hospital. 
Mother Xavier assumed her duties February 1. 

Dr. James F. Lynch has been elected a director 
of the hospital and re-elected president of the medi- 
cal staff. Dr. Lynch replaces the late Dr. Arthur J. 
Wolff on the board. 

The following were added to the medical staff: 
Dr. Michael A. Corcoran, assistant obstetrician; 
Dr. Francis X. Fagan, assistant obstetrician and as- 
sistant gynecologist; Dr. R. Glen Urquhart (Nor- 
wich), consulting thoracic surgeon, and Dr. James 
F. Hennessey, consultant on diseases of the chest. 

The Board of Directors has voted to build a new 
children’s building, a memorial to the late Mother 
Valencia. The initial contribution toward the new 
building was a gift of $10,000 from John J. Brady, 
vice-president of the Park Street Trust Company. 


MEDICAL INFORMATION BUREAU 


A medical information bureau patterned after the 
bureau maintained by the New York Academy of 
Medicine is to be formed by the Hartford Medical 
Society and the Hartford County Medical Associa- 
tion. This bureau will be established for the pur- 
pose of supplying to the public adequate and correct 
information on medical matters through the press 
and radio. It will be managed by a committee of 
five members from the city organization and four 
members from the county organization, whose serv- 
ices will be entirely voluntary. 


HartTFoRD Mepicat Soctety PLANS NEw BUILDING 


Proposed plans for a new building in the form 
of an addition to and reconstruction of the present 
structure have been presented to the Society for 
consideration. It is not planned to start construc- 
tion during the current year. Increasing member- 


ship taxes the auditorium seating capacity on many 


occasions. The growth of the library necessitates 
more stack room. 


RECENT DEATHS 


ALTON—Cnartes De LANCcEY ALTON, M.D., aged 91 
years, of Hartford, died at his home, January 8, of 
heart disease after an illness of three weeks. 

Dean of the Hartford medical profession, Dr. Alton 
was widely known for his contributions to insurance 
medicine, in which he was a pioneer. High honor to 
Dr. Alton was paid by the official staff of the Con- 
necticut Mutual at a dinner last March at the time 
of his retirement from the company after sixty 
years of continuous service, which he completed 
March 1, 1936. At the time of his retirement he was 
the senior official of the company in the number of 
years of service, as well as in age. In addition to 
the service medallion awarded him at that time, he 
was given a portfolio containing 300 testimonial let- 
ters from the Hartford Medical Society, Connecticut 
State Medical Society, individual physicians of this 
city, the American Clinical and Climatological Asso- 
ciation, the Medical Directors Association, general 
agents and medical examiners in various parts of 
the country. 

Born in Kenosha, Wisconsin, May 9, 1845, a son of 
Conde Raguet Alton, chief engineer of the State of 
Wisconsin, and Carolan Esther (Turner) Alton, Dr. 
Alton was educated at Woodstock Academy in Wood- 
stock and at Phillips Exeter Academy in New Hamp- 
shire, graduating from the latter in 1865. Dr. Alton 
passed all his entrance examinations for Yale, but 
owing to family reverses had to forego a college 
course. For the seven succeeding years, Dr. Alton 
followed his father’s calling, during which time 
he was engaged in civil engineering work. He went 
to New York City and was graduated from the 
Bellevue Hospital Medical College in 1875. For a 
short period he was an intern at the Charity Hospi- 
tal, Jersey City. Dr. Alton came to the Connecticut 
Mutual Life Insurance Company on March 1, 1876. 
His first duties with the company were those of an 
adjuster, and in the years of service that followed 
this early connection, Dr. Alton, as medical referee, 
made valuable contributions to the progress of the 
company through his judicious selection of field ex- 
aminers. When Dr. Alton became connected with 
the company, Major James Goodwin was president 
and Dr. L. S. Wilcox was head of the medical de- 
partment. He came here when High Street was 
changing from a fashionable residential street to a 
semi-professional one. 

For a long time after coming to Hartford, he was 
engaged in medical practice as well as in work for 
the company. In 1912 he was president of the Hart- 
ford County Medical Association and also vice-presi- 
dent of the American Clinical and Climatological 
Association. In 1913 he was made president of the 
Hartford Medical Society. For ten years he served 
that body as treasurer. Dr. Alton was made medi- 
cal referee of the company, April 5, 1878, the Board 
of Directors voting “to direct Dr. Alton to proceed 
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to investigate and revise the list of medical exam- 
iners employed by this company.” Dr. Alton main- 
tained a continued interest in medical research and 
allied subjects despite his advancing years and was 
a member of the Association of Life Insurance Medi- 
cal Directors. As head of the medical examiners 
of the company he had under supervision more than 
7,000 medical examiners and the review of all re- 
ports on examinations of applicants for insurance. 

He was active in the formation of the Open 
Hearth Mission and served as president for several 
years. He was a member of the Twentieth Century 
Club, and a former president; of Trinity Church; of 
the Connecticut Historical Society; and of the Drama 
Society of Hartford. His main recreation was moun- 
tain climbing. In 1895 he wrote “The Therapeutic 
Value of Mountain Forests.’ In 1900 he published 
“State Sanatoria for Tuberculosis Patients”, and in 
1906 “Prophylaxis in Tuberculosis”. He was in Italy 
at the outbreak of the World War. Expecting to re- 
main in that country for three days, he was com- 
pelled to stay for three weeks when Germany de- 
clared war on France, being stranded on the shore 
of Lake Como. He finally returned by the way 
of Paris and London. 

Dr. Alton was twice married, his first wife being 
Jane Gray Skinner, daughter of John Warburton and 
Mary Brace Skinner. She died in 1882. He and his 
first wife had two children, Mary Brace Alton, 
widow of Ralph Wentworth Horne, and Charles 
De Lancey Alton, Jr., who died in an automobile ac- 
cident in May, 1931. 

His second wife, Marguerite Clarke, daughter of 
L. Walter and Charlotte Page Clarke, died in 1930. 
Of this marriage there were two children, Charlotte, 
wife of Howard Goodwin of this city, who died 
in March, 1936, and Carolan, widow of Robert Otis 
Hayward of Bronxville, N. Y. He also leaves nine 
grandchildren. 


BEAN—WRriGHT BuTLerR BEAN, M.D., aged 71 years, 
a member of the staff of the Johnson Memorial Hos- 
pital at Stafford Springs, and formerly president of 
the Tolland County Medical Association, died Janu- 
ary 18, after an illness of several weeks. Born in 
North Hatley, Province of Quebec, Canada, Dr. Bean 
was a graduate of Harvard University and the Col- 
umbia School of Physicians and Surgeons. He in- 
terned at the Methodist Hospital in Brooklyn, N. Y., 
later doing work at the Post-Graduate Medical Cen- 
ter in New York. Beginning practice in South Nor- 
walk, he was forced by ill health to go to Cali- 
fornia. Returning to Connecticut, he practiced four- 
teen years in Rockville where he was on the staff of 
the Rockville City Hospital. He was instrumental 
in forming the Rockville Visiting Nurse Association 
and in securing a school nurse. For the past fifteen 
years he had been engaged in general practice in 
Stafford Springs. 

He leaves his widow, Mrs. Cora Ellen (Earles) 
Bean, whom he married in Malden, Mass., in 1895; 
a son, Allen D. Bean of San Marino, Cal.; a daughter, 


a brother, Willis Bean, of South Norwalk. Dr. Bean 

was a member of Butler Lodge, I. O. O. F., and Old 

Well Lodge of Masons, both of South Norwalk. 

MASSACHUSETTS GENERAL HOSPITAL TRAIN- 
ING SCHOOL FOR NURSES 

Graduation exercises were held in the Mosele) 
Memorial Building for the Massachusetts General 
Hospital Training School for Nurses on February 
10, 1937. Ninety-seven nurses received diplomas. 

Mrs. Robert Homans, chairman of the advisory 
committee of the training school, presided, and a re- 
port of the work of the school for the past year was 
given by the director, Miss Sally Johnson. 

The principal address was delivered by Arthur D 
Hill of Boston. Mr. Hill substituted for Miss Fran- 
cis Perkins, Secretary of Labor, who was unable to 
attend because of her duties in connection with the 
automobile strike. 

Music was furnished by the training schoo) glee 
club, and a reception followed the exercises 


CAMBRIDGE HOSPITAL 


Dr. Frederic A. Washburn, formerly director of the 
Massachusetts General Hospital and commissioner 
of institutions for Boston, has been appointed as su 
perintendent of the Cambridge Hospital, to succeed 
Miss Josephine E. Thurlow, superintendent for the 
past 19 years. Dr. Albert G. Engelbach, retiring as- 
sistant director of the outpatient department of the 
Massachusetts General Hospital, will be Dr. Wash- 
burn’s assistant. 

Miss Thurlow was appointed to the corporation 
of the hospital, other new members being Mrs. 
James L. Paine of Cambridge, Dr. Arlie V. Bock, 
professor of hygiene of Harvard University, Rob- 
ert Baldwin, vice-president of the Second National 
Bank, and William J. Underwood of Belmont. 

Governor Hurley has appointed Miss Thurlow as 
chairman of the new board of trustees of the Bos- 
ton State Hospital at Mattapan. 


APPOINTMENTS AS TRUSTEES, MASSACHU.- 
SETTS GENERAL HOSPITAL 


Governor Hurley has appointed John B. Vernaglia 
of Medford to the board of trustees of the Massa- 
chusetts General Hospital to replace Dr. Joseph San- 
tosuosso of Boston, and Charles J. Dunn of Boston 
to succeed J. Howard Bushway of Newton. Miss 
Betty Dumaine of Groton and Harry V. Morgan of 
Randolph were reappointed to the board. 


PUBLIC HEALTH EDUCATION 


Public health schools in the United States are 
unable to fill the annual demand for trained men 
and women in this field, Dean Cecil K. Drinker, of 
the Harvard University School of Public Health, 
states in his annual report. 

There is an increasing feeling among public health 
administrators that public health school degrees 


Mrs. Marilla N. Pratt, of Wellesley Hills, Mass.; and 


should be required of all men and women in posi- 
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‘ions of any responsibility in the service, Dean 
Drinker says. 

“It has been estimated that the United States re- 
quires about 250 public health school graduates a 
-ear,” the report states. ‘In the entire country there 
are two schools, Harvard and Johns Hopkins, operat- 
ing upon an independent basis and capable of provid- 
ing about 125 graduates yearly. In connection with 
» number of medical schools, Columbia, Yale, Vander 
pilt and others, courses in public health leading to 
degrees are offered. These sources will provide a 
fair share of the remaining 125, but for some years 
there must continue to be a diminishing quota going 
into public health positions with a medical degree 
alone and no special training in public health.” 

The Harvard School was established as an experi- 
ment in 1922 and was planned on a small basis, the 
report explains, and even today a maximum of only 
3) students a year can be accommodated as can- 
didates for degrees. Of the 551 students at the 
school since its founding, 251 were from the United 
States and 230 from foreign countries. “All grad- 
uates who have obtained degrees have positions, and 
positions were never lacking even during the de- 
pression.” 


CORRESPONDENCE 


ANNUAL REGISTRATION OF PHYSICIANS 


Editor, New England Journal of Medicine, 

My attention has been called to the fact that many 
members of the Massachusetts Medical Society 
think that there has not been adequate discussion 
of House Bill 34, introduced by the Board of Regis- 
tration in Medicine, providing for annual registra- 
tion of physicians and for the publication of the 
list of physicians so registered. Although the Bill 
became public in the first week of December, 1936, 
as part of the Annual Report of the Board, it is 
claimed that the medical profession has not been 
given the opportunity to become acquainted with the 
provisions of the Bill and with the reasons for the 
proposed additions to the medical practice act of 
Massachusetts. 

With the request for information I am very glad 
to comply, since it has been stated publicly that the 
Bill will be reconsidered by the Council of the Mass- 
achusetts Medical Society at its special meeting 
called for February 24, and that the recent decision 
of the Society to support the Bill may be reversed. 
It is on this account that I trust that I may have 
the opportunity to discuss the situation briefly in 
your columns, repeating chiefly what was said to the 
Legislative Committee on Public Health by whom 
the hearing on the Bill was given on February 11. 

The Board has kept a list of physicians regis- 
tered by it since 1894, but no provision has been 
made for securing the information necessary for 
revising the list or for keeping it up-to-date. The 
only information supplementary to that given on the 
application for registration is from the clerk of the 
town or city in which the physician first opens his 


office. The rest is silence unless complaint is made 
against the physician, or unless, by chance, the Board 
learns that the physician has died. For the protec- 
tion of the public it is important that there should 
be available certain identifying information con- 
cerning the physician subsequent to registration. 
The experience of the Board has shown that more 
widespread diffusion of this information may be of 
value to the people of the Commonwealth. If they 
take advantage of the information it certainly will 
be. On the walls of the Boston Public Library is 
this inscription: “The Commonwealth requires the 
education of the people as the safeguard of order 
and liberty.” It is to the educational value of the 
effect of this change in the statute that attention 
should be directed. 

The Bill requires that every physician registered 
by the Board shall file annually with the Board 
certain information concerning himself, and that this 
information, if the Board sees fit, shall be made 
public in a printed list of registered physicians, 
said list to be distributed widely throughout the 
State. 

What is the nature of the information? It is such 
information as will establish the identity of the 
physician as a physician. Why should such informa- 
tion be published? It should be published so that 
any person or every person seeking the services of 
a physician should be able to find out easily whether 
the person to whom he goes for relief from suffer- 
ing is duly registered as a qualified physician; of 
what school he is a graduate and when and with 


what degree; what system of treatment he follows; 


and what is the field of his practice. Certainly 
every person seeking a physician is entitled to know 
this. Perhaps diplomas or certificate; on the wall 
of the doctor’s office convey some of the informa- 
tion, but the persons who are chiefly in need of as- 
sistance on these points are least able to evaluate a 
highly ornamented, framed certificate—especially if 
in Latin—, the real significance of which may be 
very slight in its indication of professional com- 
petence. Who will object to having the above-noted 
information given out except those who want to 
cover up something? It is in the public interest to 
have accurate, trustworthy information concerning 
physicians disseminated widely. 

Objection has been made to the Bill because re- 
registration would be a nuisance; it would involve, 
it is said, a trip to the bank for a certified check, 
or a trip to the State House, or half a dozen other 
imaginary difficulties. Yet the mechanics of the pro- 
cedure can be made very simple, and no difficulty 
is presented in the other departments where this 
procedure has already been adopted. All physicians 
whose addresses are known would receive a blank 
to be filled out in December of each year and to be 
returned by mail to the State House with a check 
for one dollar. That would be the extent of the 
nuisance. 

Objection has been made that the Bill is unconsti- 
tutional. Eighteen states have similar reregistra- 
tion laws, and the question of constitutionality has 
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never been brought into court. Competent legal 
opinion is to the effect that it is constitutional. 

Objection has been made that the Board already 
has sufficient authority to do all that it needs to do, 
including what the Bill provides. This is not true. 

Objection has been made that the surplus of in- 
come over expense. as shown by the Annual Report 
of the Board, gives enough money to make the one 
dollar fee unnecessary. Again this is not true, for 
the cost of the clerical force in the office, a consid- 
erable item of expense, does not appear in the ac- 
counts of the Board but in the accounts of the Di- 
rector of the Division of Registration, published 
elsewhere than in the Annual Report of the Board. 

In considering a measure of this kind, the prag- 
matic test is useful, Does it accomplish what is in- 
tended? Does it work? The testimony of other 
states is uniform. At least eighteen other states 
have adopted similar laws, and whatever may be the 
explanation, in every one the number of unlicensed 
practitioners has been markedly reduced. In the 
neighboring state of New York, it was estimated that 
one thousand left in the first year after the law 
became effective. Many of these persons undoubtedly 
came to Massachusetts. 

Surprise and incredulity have been expressed that 
an accurate listing of qualified physicians by the 
Board should have any effect on unlicensed persons 
who are outside the province of the Board’s action, 
but the reason, is not far to seek. In the first place, 
the easily available list makes law enforcement 
easier—every practicing person whose name is not 
on the list has to explain himself and the burden of 
proof is on him. Im the second place, the public 
gradually comes to realize what the list means, and 
it tends to seek medical aid only from listed per- 
sons. Voluntarily, therefore, the unlisted persons 
tend to withdraw to states which do not have such a 
list. To be sure the publication of the list carries 
no guarantee that the list will be used, but experi- 
ence in other states indicates that the use grows 
with time. 

The ultimate justification of the Bill is the protec- 
tion of the people of the Commonwealth against un- 
qualified practitioners of medicine, many of whom 
are not sincere and ignorant, but clever, unscrupu- 
lous quacks and charlatans, preying on those who, 
for one reason or another, cannot protect them- 
selves. When the worst possible is said about the 
Bill as a nuisance and an inconvenience to qualified 
physicians which it may entail, it is all far overbal- 
anced by the great benefit which will surely come in 
protecting the health of the pedple of the Cotiimon- 
wealth. This should be the first consideration of 
every qualified physician. 

STEPHEN RUSHMORE, M.D., 
Secretary of the Board 
of Registration in Medicine. 
February 12, 1937. 


Editor, New England Journal of Medicine, 
The Bill for annual registration of physicians is 
already before the Legislature. Our society Coun- 


cil last week voted 71 to 38 in favor. The next day 
Norfolk South after discussion voted against the 
Bill. Middlesex East voted unanimously against it 
last year and again this year. 

The medical profession is entitled to the pros and 
cons on this proposed legislation, which affects 
permanently and annually each and every member. 

The Board of Registration requests this legisla- 
tion because there is no provision by statute for 
keeping the required list of qualified physicians up- 
to-date. It says, “The Board, therefore, knows noth- 
ing about a physician after registration . . . unless 
complaint is made‘to the Board. It is impos- 
sible for the law-enforcing authorities to restrict 
practice to registered persons. The result is that 
there are probably a thousand unlicensed practi- 
tioners in the State, and it may well be that a con- 
siderable number are practicing under licenses of 
deceased physicians.” 

With the complete list of qualified physicians at 
their disposal, even if the deaths and removals 
have not been eliminated, it seems incredible that 
the law-enforcing authorities are unable to know who 
are practicing illegally. Should not the Board in- 
stead be asking for an appropriation for law en- 
forcement of existing statutes (see below) and for 
the simple matter of keeping the card catalogue 
fairly accurate? The Massachusetts Medical So- 
ciety has an annual list of 5000 of the probable 7000 
practitioners in the State, which could be utilized 
for reference. 

Until such simple expedients have been tried it 
seems unreasonable to ask the entire medical pro- 
fession to be assessed each year with severe penal- 
ties when not one word is said in the Bill about 
illegal practitioners. 

The Bill is one more irritating nuisance tax. It 
initiates the regimenting of physicians. It embar- 
rasses by fine any physician who fails to comply on 
time. It subjects to suits the physician whose li- 
cense lapses—the same as the unlicensed autoist— 
and disgruntled patients and racketeers would soon 
take advantage. It is an entering wedge to annual 
control by the Board of all licenses, and sometime 
a politically-minded Board might take advantage 
thereof. It makes official lists of specialists or 
users of special systems of treatment employed— 
categories which have not yet been officially recog- 
nized in this state. It threatens the fundamental 
independence of the medical profession. It puts in 
jeopardy the rights of honorable physicians. 


In closing, it has been a pleasure to note the con- 
fidence of all in the Board of Registration in Medi- 
cine, and also the desire of the medical profession 
to cooperate with the Board in eliminating illegal 
practitioners. However, it has never seemed wise 
for a person to sign away his rights even to his 
best friends. 

Very truly yours, 
Ricwarp Durron, M.D. 
Wakefield, Mass., 
February 12, 1937. 
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P. S. An excerpt from the existing statutes is as 
follows: 

Chap. 112. Sect. 6—“. whoever, not being 
lawfully authorized to practice medicine within the 


Commonwealth, . .. or whoever practices medicine 
under a false or assumed name, . . or whoever 
personates another practitioner ... shall be punished 


by a fine of not less than one hundred nor more 
than one thousand dollars, or by imprisonment for 
not less than one month or not more than one year, 
or both. . . .” 


R. D. 


ARTICLES ACCEPTED BY THE AMERICAN MED- 
ICAL ASSOCIATION COUNCIL ON PHARMACY 
AND CHEMISTRY 


535 North Dearborn Street, Chicago, Illinois, 
February 2, 1937. 


Managing Editor, New England Journal of Medicine, 
In addition to the articles enumerated in our let- 
ter of January 5 the following have been accepted: 
Cutter Laboratories 
Rabies Vaccine (Semple), 7 1 cc. vials package 
Typhoid Prophylactic, 20 cc. bottle 
Gilliland Laboratories, Inc. 
Diphtheria Schick Test Toxin, Diluted Ready 
for Administration—Gilliland 
Diphtheria Toxoid-Alum Precipitated (Refined) 
Eli Lilly & Co. 
Suppositories Sodium Amytal, 3 grains 
McKesson & Robbins, Inc. 
McKesson’s Halibut Liver Oil with Vitamin D 
Concentrate in Neutral Oil, 6 cc. 
Yours sincerely, 
Pavut LEEcH, Secretary. 


RECENT DEATHS 


GREENOUGH—Rosert BATTEY GREENOUGH, M.D., 
died at the Phillips House, Massachusetts General 
Hospital, on February 16, after a short illness. He 
was in his sixty-sixth year. 

Born in Cambridge, he was graduated from Har- 
vard College in 1892 and Harvard Medical School 
in 1896. He was appointed assistant professor of 
surgery, Harvard Medical School, in 1909 and visiting 
surgeon, Massachusetts General Hospital, in 1915 
and held both positions until 1932 with the excep- 
tion of his years in war service. He had been presi- 
dent of the Massachusetts Medical Society and the 
American College of Surgeons. 

Always interested in the cancer problem, he 
served on the Harvard Cancer Commission, at one 
time as chairman, and on the staff of the Collis P. 
Huntington Memorial Hospital, for many years as 
its head. At the time of his death he was presi- 


dent of the American Society for the Control of 
Cancer and a member of the Board of Managers, 
Memorial Hospital, New York. 

He is survived by his widow, Amelia Mackay 


Stires, Mrs. Lloyd Means, Mrs. L. R. Barker and 
Barbara Greenough. 


KEELER—WILLIAM KEELER, M.D., of 8 Wyo- 
ming Street, Roxbury, died at his home, February 11, 
1937, after a short illness. 
Born in Schenectady, New York, in 1877, Dr. 
Keeler came to Boston at an early age. He was a 
graduate of the Boston Engiish High School and of 
Tufts College Medical School. Before taking up pri- 
vate practice, he served as an intern at the Boston 
City Hospital. From 1922 to 1928 he was medical 
inspector of the South Boston health unit and from 
1928 to 1936 was in charge of the unit. He also as- 
sisted Dr. Charles F. Wilinsky, deputy commission- 
er in charge of child hygiene and director of the 
health units, from 1922 until 1936, and was supervis- 
ing medical inspector of the parochial schools of 
Boston. In 1936 he was appointed health commis- 
sioner of Boston. 
He was a member of the Massachusetts Medical 
Society, the American Medical Association and the 
United States Public Health Association. He was 
a past president of the Norfolk District Medical 
Society and honorary president of the Boston Health 
League. 

His widow, Mrs. Mary H. Keeler, and one daugh- 
ter, Virginia Keeler, survive him. 


HAMMOND—Puaitie Hammonp, M.D., of 425 Bea- 
con Street, Boston, died at his home, February 7, 
1937, after an illness of several months. He was in 
his sixty-sixth year. 

A native of Charlestown, N. H., Dr. Hammond 
moved with his family to Haverhill, Massachusetts, 
where he attended the public schools of that city. 
Following his graduation from the Harvard Medical 
School, he served an internship at the Massachu- 
setts Eye and Ear Infirmary, later became a mem- 
ber of the staff, and at the time of his retirement 
was chief of the aural department. He had been an 
instructor at the Harvard Medical School for thirty 
years and was, also, consulting aurist for the Mass- 
achusetts General Hospital, the Massachusetts Eye 
and Ear Infirmary, the Melrose and Winchester 
hospitals, the Anna Jaques Hospital at Newbury- 
port, and the Hale Hospital at Haverhill. 

Dr. Hammond was a member of the Massachu- 
setts Medical Society, the American Medical Asso- 
ciation, the American Otological Society, the Loyal 
Legion and the Harvard and University clubs. 

His widow, Mrs. Edna Long Hammond, and two 
daughters, Mrs. Montgomery Gibson of Belmont and 
Mrs. Trafton Mason of Bridgeport, Connecticut, sur- 
vive him. 


LACEY—Henry O. Lacey, M.D., of 34 Bow Street, 
Somerville, died at his home, February 9, 1937, after 
a long illness. He was in his fifty-seventh year. 

A native of Cambridge, Dr. Lacey was graduated 
from St. Lawrence College in Montreal and, later, 
studied at the Catholic University in Washington, 


(Goodwin) Greenough and four daughters, Mrs. H. 


D. C. He received his M.D. degree from Tufts Col- 
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lege Medical School in 1909. Before undertaking 
private practice he was house physician at the Car- 
ney Hospital. 

He was a former member of the Massachusetts 
Medical Society, and a member of the Somerville 
Medical Society and the American Medical Associa- 
tion. 

His widow, Mrs. Catherine Lacey, and two daugh- 
ters, Mrs. Margaret Killoran and Miss Dorothy 
Lacey, survive him. 

O’DONNELL—Francis MiIcHAEL O’DONNELL, M.D., 
of 28 Harrington Street, Newtonville, died at his 
home, February 10, 1937, after a long illness. 

Born in Marlboro in 1863, Dr. O’Donnell was grad- 
uated from Boston College in 1882 and from the 
Harvard Medical School in 1885. He had practiced 
medicine in Newton for ‘many years and was a re- 
tired Fellow of the Massachusetts Medical Society. 

His widow, Mrs. Rose Harkins O’Donnell; a son, 
Paul F. O’Donnell, of Waltham, and two daughters, 
Miss Ruth J. O'Donnell, and Mrs. Harry C. Lonergon, 
survive him. 


PELECOVICH — Mari PeEtecovicu, M.D., of 60 
Franklin Street, Worcester, was found dead in her 
office on February 8, 1937. She was in her thirtieth 
year, and had suffered from ill health for some 
time. 

Born in Russia, Dr. Pelecovich graduated from 
the University of Michigan Medical School in 1932 
and had recently been employed as a resident in the 
tuberculosis department of the Belmont Hospital. 
She was a member of the Massachusetts Medical 
Society. 

Two sisters, Irene Pelecovich, of Philadelphia, and 
Dr. Nellie Pelecovich, of New York, and a brother 
in Russia survive her. 


REPORTS OF MEETINGS 


THE NEW ENGLAND HEART ASSOCIATION 


The monthly clinical meeting of the New England 
Heart Association was held at the Beth Israel Hos- 
pital on February 8. Dr. Herrman L. Blumgart pre- 
sided. 

The following is an abstract of the papers which 
were presented: 


PATHOLOGIC PHYSIOLOGY OF THE CIRCULATIGN IN TRI- 
CUSPID STENOSIS AND INSUFFICIENCY. CASE PRESEN- 
TATION. By Mark D. Altschule, M.D. 


The diagnosis of organic tricuspid valvular dis- 
ease is made only rarely during life. A patient in 
whom this diagnosis had been made was presented. 
She exhibited cyanosis, slight icterus, engorgement 
and marked pulsation of the veins of the neck, face, 
scalp and arms, orthopnea, enlargement of the heart 
to the right and left, auricular fibrillation, and en- 
largement and systolic pulsation of the liver. No 
edema or ascites was present. 

Studies of the cardiovascular physiology were 


high venous pressure was due to the presence of 
normal cardiac output and blood gas values, and a 
normal plasma protein. The inadequacy of the back- 
ward failure concept of the pathogenesis of cardiac 
edema was demonstrated by the findings. 

A close relation between the high venous pres- 
sure and orthopnea was noted in this patient. 


Tue CLINICAL SIGNIFICANCE OF THE SEDIMENTATION 
RATE IN ANGINA PECTORIS AND CORONARY THROM- 
BosIs. By Morton G. Brown, M.D. 


The corrected sedimentation index was studied in 
55 patients with angina pectoris and in 37 with 
coronary occlusion. The results were interpreted in 
relation to the author’s findings in apparently nor- 
mal persons of the same age group, where indices 
slightly higher than those accepted as normal for 
young adults were frequently found. 

A moderate elevation of the sedimentation index 
was found in over half of the patients with angina 
pectoris. It was suggested that attacks of angina 
pectoris occasionally result in myocardial damage. 

A marked elevation in the sedimentation rate was 
found in all of the patients with coronary thrombo- 
sis; the fastest rates were observed between the 
fourth and the twelfth day after the attack. The 
mortality of patients discharged from the hospita! 
with fast sedimentation rates was twice as great 
during the first year after discharge as that of pa- 
tients discharged with low or normal rates. 

The corrected sedimentation index may be ol 
value in differentiating angina pectoris and coro- 
nary occlusion, especially during the first 2 weeks 
after the onset of an attack. The corrected sedi- 
mentation index appeared to reflect the course of 
the disease and was, therefore, helpful in following 
the progress of the patient. It is probably advis- 
able to continue bed rest until the sedimentation 
index either returns to normal or shows no further 
progression toward normal. 
OBSERVATIONS ON CaArpDIAC HYPERTROPHY. 

Davis, M.D. 

The significance of two factors in cardiac hyper- 
trophy was investigated: 1. diminished coronary 
circulation; 2. congestive heart failure, or condi- 
tions occurring in its course. 

1. Diminished coronary circulation. The influ- 
ence of this factor had not been studied previously 
with a control group, nor had the effects of conges- 
tive failure been excluded. A comparison of the 
heart weight distribution in 54 controls without 
coronary disease, and in 45 cases with advanced 
coronary disease (all other conditions known to pro- 
duce cardiac hypertrophy being excluded in both 
groups) indicates a slightly higher incidence of 
larger hearts in the coronary cases. The average 
heart weight for the control group was 285 gm., for 
the coronary disease group, 362 gm. Congestive 
heart failure had never been present in any of the 
patients of these two groups. 


By David 


made. The absence of edema in spite of a very 


2. Congestive failure. The cardiac weights of 17 
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-onsecutive cases with heart failure, in which other 
causes of cardiac hypertrophy were excluded, were 
compared with the heart weights in the above group 
of 45 advanced coronary cases without heart failure. 
The group with cardiac failure showed a much high- 
er average heart weight. Thirteen of the 17 cases 
with failure showed in addition advanced coronary 
disease. The rarity of large hearts in the group 
with advanced coronary disease and no congestive 
failure implies that the cardiac hypertrophy found in 
the patients with congestive failure and advanced 
coronary disease occurred during the course of the 
heart failure. An example of increase in cardiac 
size during the course of heart failure was demon- 
strated by repeated 7-foot roentgenograms in a case 
in which observations over many years had ex- 
cluded hypertension. In this case, necropsy showed 
advanced coronary disease; the heart weighed 
500 gm. 


DURATION OF ATTACKS OF ANGINA PECTORIS AND THE 
EFFECT OF NITROGLYCERIN AND AMYL NITRITE IN 
TERMINATING THE ATTacKs. By J. E. F. Riseman, 
M.D. 


There is little exact information in the literature 
concerning the duration of the pain in angina pec- 
toris, for few patients have been able to measure 
their attacks accurately. For this reason measure- 
ments of the duration of pain were made in 87 pa- 
tients whose attacks were precipitated by exertion 
under standardized conditions. From these studies 
it is evident that patients tend to overestimate the 
duration of the pain. In 84 patients the attacks, as 
measured by the stop watch, were less than 3 
minutes in duration. Questioning patients at week- 
ly intervals over long periods of time revealed that 
the durations of attacks in daily life were similar 
to those measured in the laboratory and were fair- 
ly constant for a given patient. When attacks be- 
came more severe or longer in duration, evidence 
was frequently found suggesting myocardial damage. 

The vast majority of patients with angina pectoris 
are advised to use nitroglycerin to shorten their at- 
tacks. Careful questioning revealed that only about 
50 per cent of the patients were certain that the 
medication was of definite value. Measurement of 
the duration of attacks following the use of nitro- 
glycerin or amyl nitrite showed that only those pa- 
tients whose attacks were ordinarily longer than 1 
minute in duration derived any benefit from the 
use of these medications. The hypodermic tablet 
was far more effective than the tablet triturate and, 
for all practical purposes, 1/200 grain was as ef- 
fective as 1/100 grain. 


THE EFFECT ON THE CARDIOVASCULAR SYSTEM OF FLUIDS 
ADMINISTERED INTRAVENOUSLY. By Dorothy R. 
Gilligan, M.S. 


The changes in blood volume and the various fac- 
tors concerned in the adaptation of the circulatory 


system following administration of fluids intraven- 
ously in young surgical patients were studied. 

There was observed, immediately after the in- 
jection of 500 ce. and of 1000 cc. of 5 per cent glu- 
cose in physiologic saline solution, at rates of from 
§ to 80 cc. a minute, an increase in blood volume 
amounting to a large percentage of the fluid in- 
jected. Accompanying this change, there occurred 
increases in the minute volume output of the heart 
and in the velocity of blood flow, and a tendency te- 
ward increased venous pressure. Increases in ven- 
ous pressure were large at the higher rates of fluid 
injection. In only approximately half of the studies 
were the pulse and systolic blood pressures appreci- 
ably increased. 

The mechanisms involved in these responses were 
discussed, and deductions from the study in refer- 
ence to the clinical aspects of intravenous fluid ad- 
ministration were made. 


COMPLETE OCCLUSION OF THE CORONARY ARTERY WITH 
AND WITHOUT CARDIAC INFARCTION. By Monroe 
Jacob Schlesinger, M.D. 


This study was instituted to explain the occasion- 
ally noted lack of correlation between occlusion of 
large branches of the coronary arteries and infarcts 
of the heart. The best previously used methods have 
led to the conclusion that this usually resulted from 
the anastomotic circulation and that these anastomo- 
ses developed and increased in all hearts with in- 
crease in age. ; 


A new injection method was devised whereby an 
x-ray picture of all the coronary vessels could be 
obtained simultaneously without overlapping in the 


possible anastomotic areas. This was accomplished 
by using a radiopaque mass, which was sufficiently 
liquid to be easily injected, but which, at will, could 
be rapidly made nonflowing. This permitted an im- 
mediate dissection of the fresh, unfixed heart by 3 
specially devised incision, which “unrolled” the heart 
so that all the large coronary arteries were in one 
plane. 


X-ray pictures were demonstrated, illustrating the 
lack of anastomoses in elderly hearts without oc- 
cluded coronary branches. Other hearts of similar 
age or younger show rich anastomoses, bridging 
gaps in occluded branches of the coronaries, but none 
elsewhere. These hearts did not contain infarcts in 
spite of the numerous completely occluded branches 
of the coronaries. 

In one heart containing a fresh infarct, a defi- 
nite, small, but obviously inadequate, anastomotic 
channel was shown leading to the infarcted area. 

On the basis of these observations it was con- 
cluded that anastomoses between the coronary ar- 
teries are not a normal anatomic finding and that 
they do not increase with the age of the patient 
unless, coincident with such increase in age, there 
is also slow occlusion of the branches of the coro- 
naries. Under such circumstances anastomoses al- 
ways develop to a marked degree. 
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EXPERIMENTAL STUDIES ON THE EFFECT OF TEMPORARY 
OccLUSION OF CORONARY ARTERIES. By Herrman L, 
Blumgart, M.D. 

According to current belief, angina pectoris is 
produced by temporary ischemia of heart muscle. Pa- 
tients with coronary artery sclerosis suffering from 
angina pectoris not infrequently show electrocardio- 
graphic abnormalities without evidence in the his- 
tory of previous cardiac infarction. Furthermore, 
fibrotic areas may be found in the heart post mor- 
tem, without thrombosis or occlusion of vessels 
supplying the areas. 

Experiments were made in animals to discover 
whether temporary occlusion of a coronary artery, by 
traction, with subsequent re-establishment of blood 
supply, would result in permanent electrocardio- 
graphic changes and in the development of areas of 
necrosis. 

Occlusion of a coronary artery (usually the main 
left descending vessel) for 15 to 40 minutes regu- 
larly produced electrocardiographic changes char- 
acteristic of myocardial anoxemia in 15 cats. These 
changes persisted until the animals were sacrificed 
approximately a week after operation. Occlusions 
lasting 5 to 10 minutes resulted in similar electro- 
cardiographic changes in 2 of 6 other cats. Micro- 
scopic examination of all of these hearts showed 
small areas of fibrosis scattered over the myocar- 
dium. Because scattered areas of fibrosis were also 
found in control cats, exact interpretation of the 
findings after temporary artery occlusions was im- 
possible. 

These experiments are being continued in dogs. 
To date, 4 dogs in which a branch of the left de 
scending coronary artery was occluded for 20 to 40 
minutes developed marked electrocardiographic ab- 
normalities, which lasted until sacrifice of the ani- 
mal 1 to 3 weeks later. In 2 of the 4 animals, car- 
diac infarctions were identified by gross pathological 
examination; microscopic examination of these 4 
hearts has not been completed. The minimum time 
of occlusion required to produce infarction, and re- 
lated aspects of the problem are under investigation. 

The relation of the above findings to electrocar- 
diographic and pathological findings in patients 
with coronary artery disease was discussed. 

NOTICES 
REMOVAL 

JOHN M. Birnie, M.D., announces the removal of 
his offices from 14 Chestnut Street to 146 Chestnut 
Street, Springfield. 


MEDICAL CLINIC AT THE PETER BENT 
BRIGHAM HOSPITAL 


At 3:30 p. m. on Thursday, February 25, in the 
Amphitheater of the Peter Bent Brigham Hospital, 
Dr. Marshall N. Fulton, instructor in medicine, Har- 
vard Medical School and physician, Peter Bent 
Brigham Hospital, will give a medical clinic. Prac- 
titioners and medical students are cordially invited 
to attend. 


EXHIBITS AT FIRST INTERNATIONAL 
CONFERENCE ON FEVER THERAPY 


Plans have been completed for scientific exhibits 
and display of apparatus to induce fever by phys- 
ical agents as part of the program of the First In- 
ternational Conference on Fever Therapy. The 
first day’s session, on March 29, will be held at the 
College of Physicians and Surgeons, Columbia Uni- 
versity, New York City. The sessions of March 30 
and 31, during which the exhibits will be open, will 
be held at the Hotel Waldorf-Astoria. 

All papers presented at the Conference, with ab- 
stracts in French, will be published and made 
available to those attending the Conference meet- 
ings. Further information concerning the Confer- 
ence or application for exhibit space may be ob- 
tained from the General Secretary, Dr. William 
Bierman, 471 Park Avenue, New York, N. Y. 


BOSTON HEALTH LEAGUE, INC. 


There wili be a luncheon meeting of the Corpora- 
tion of the Boston Health League on Wednesday, 
February 24, in Perkins Hall, Women’s Educational 
and Industrial Union, 264 Boylston Street, at 12:30 
o'clock. Luncheon 75c. 


The guest speaker will be Dr. Robert L. DeNor- 
mandie who will present the study on ‘Maternal 
Mortality in Boston for the Years 1933, 1934 and 
1935.” This study was conducted by the Obstetrical 
Society of Boston and the Boston Health Depart- 
ment. 

Physicians who were unable to be present when 
the report was presented at a combined meeting of 
the Suffolk District Medical Society and the Obstet- 
rical Society of Boston on Wednesday, October 238, 
1936, are very welcome. 

Please make reservations at the Health League 
office, 80 Federal Street, Boston (Liberty 8515), by 
Saturday, February 20. 


NEW ENGLAND PHYSICAL THERAPY SOCIETY 


The regular meeting of the New England Physical 
Therapy Society will be held at the Hotel Victoria, 
Boston, on Wednesday evening, February 24. 

Council Meeting at 6. Round Table Dinner at 6:39. 
Program at 8. 

PROGRAM 
Infections of the Upper Respiratory Tract. Charles 
H. Allman, M.D., Assistant in otolaryngology, 
Massachusetts Eye and Ear Infirmary, Boston. 
Comments on Therapy with Special Reference to 
Physical Therapy. George B. Rice, M.D., Boston. 
General discussion. 

All members of the medical profession are cordial- 
ly invited to attend. 

D. McFeer, M.D., Secretary. 

41 Bay State Road, 

Boston, Mass. 
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SPECIAL LECTURES IN ENDOCRINOLOGY 
Tuesdays and Thursdays, 4:30-5:30 

Lecture Room, Building C-1 

Harvard Medical School 

G. C. Ring. Endocrine Factors Con- 
cerned with Diabetes. 

G. C. Ring. 
cerned with Diabetes. 


. 23—Dr. 
25—Dr. Endocrine Factors Con- 
(Continued. ) 


2—Dr. G. V. Smith. Female Sex Hormones in 
Nonpregnant Women. 

4—Dr. G. V. Smith. 
Pregnancy. 

9—Dr. F. L. Hisaw 
Sex Cycle. 

11—Dr. F. L. Hisaw. 
struation. 

i6s—Dr. W. B. Cannon. The Functions and 

Control of Medulli-Adrenal Secretion. 

M. O. Lee. The Anterior Pituitary 

Gland and Protein Metabolism. 

23—Dr. H. B. Friedgood. The Physiology and 
Principal Interrelations of the Anterior 
Hypophysis. 

25—Dr. H. B. Friedgood. Experimental An- 
terior Hypophyseal Hyperthyroidism. 

30—Dr. G. B: Wislocki. The Functional Anat- 
omy of the Pituitary Gland. 

i—Dr. G. B. Wislocki. 
omy of the 
tinued.) 


Female Sex Hormones in 
The Physiology of the 


The Physiology of Men- 


18—Dr. 


The Functional Anat- 
Pituitary Gland. (Con- 


BOSTON UNIVERSITY MEDICAL SOCIETY 


There will be a meeting of the Boston University 
Medical Society in the Evans Memorial Auditorium, 
78 East Concord Street. Boston, Tuesday evening, 
February 23, at 8 o'clock. 


PROGRAM 

Presentation of Case. 

The Changing Practice of Medicine.” Hugh Cabot, 
M.D., Rochester, Minnesota. 

Medical students, nurses and physicians are cor- 
dially invited to attend. 


Rosert E. Moss, M.D., Secretary. 


BOSTON SOCIETY FOR THE ADVANCEMENT 


OF GASTROENTEROLOGY 
The next meeting of the Boston Society for the 
Advancement of Gastroenterology will be held at 
the Carney Hospital, Boston, Friday, March 12, at 
12:00 noon. 


PROGRAM 


Presentation of Unusual Gastrointestinal Cases. 
Dr. Louis F. Curran, Dr. Archibald McKay 
Fraser and Dr. William E. Browne. 

Members of the medical profession are invited to 
attend. 


Lester R. WHITAKER, M.D., Secretary. 


NEW ENGLAND ROENTGEN RAY SOCIETY 


The next meeting of the New England Roentgen 
Ray Society will be held on February 19, at the Mass- 
achusetts General Hospital at 8:15 p. m. 

PROGRAM 
Symposium on Causes of Low Back Pain. Dr. 
Aubrey Hampton, Dr. Joseph Barr, Dr. M. N. 
Smith-Petersen. 
E. C. Voct, M.D., Secretary. 


SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, FEBRUARY 22, 1937 


Tuesday, February 23— 

*9 a. m.- 10 a. m. Boston Dispensary, 25 Bennet 
Street, Boston. Lead Poisoning; Case Presentation 
(Review of Literature). Dr. C. Rogers Lord. 

9:30 a. m. Massachusetts General Hospital. Neuro- 
psychiatric Staff Conference. 

*8 p. m. Boston University Medical School. 
Memorial Auditorium, 78 East Concord 
Boston, 


Wednesday, February 24— 

8 a. m. Massachusetts General Hospital. 
Rounds—Orthopedic Department. 

*) a. m.- 10 a. m. Boston Dispensary, 25 Bennet 
Street, Boston. Hospital Case Presentation. Dr. 
S. J. Thannhavser. 

+12 m. Clinicopathological Conference. 
pital Amphitheater. 

*12:39 p. m. Boston Health League, Inc. Perkins 
Hall, Women’s Educational and Industrial Union, 
264 Boylston Street, Boston. 

4p. m.-5 p. m. Surgical Pathological Conference. 
Dr. Cutler and Dr. Wolbach, Peter Bent Brigham 
Hospital. 

*8 p. m. New England Physical Therapy 
Hotel Victoria, Boston. 


Thursday, February 25— 

8 a.m. Massachusetts General Hospital. 
Clinic Rounds—Ward F 

*8:30-9:30 a. m. Exchange visit, Surgical and Ortho- 
pedic Staffs of the Peter Bent Brigham and the 
Children’s Hospitals, held this week at the Chil- 
dren’s Hospital. 

New England Hospital Association, Hotel 
Boston, from 9 a. m. throughout the day. 

*9 a. m.- 10 a.m. Boston Dispensary, 25 Bennet 
Street, Boston. Social Service Case Presentation. 
Mrs. Helen B. Hooker, Miss Elizabeth Grundy. 

11 a. m. Massachusetts General Hospital. Medical 
Grand Rounds—Ether Dome. 

12 m. Massachusetts General 
pathological Conference. 


*3:30 p. m. Medical Clinic at the Peter Bent Brigham 
Hospital. Dr. Marshall N. Fulton. 


Friday, February 26— 

New England Hospital Association, Hotel 
Boston, from 9 a. m. throughout the day. 

*) a. m.- 10 a. m. Boston Dispensary, 25 
Street, Boston. Diagnosis and 
Anemia. Dr. Maurice B. Strauss. 

10 a. m. Massachusetts General Hospital. 
Rounds. 


Evans 
Street, 


Grand 


Children’s Hos- 


Society. 


Circulatory 


Statler, 


Hospital. Clinico- 


Statler, 


Bennet 
Treatment of 


Fracture 


Saturday, February 27— 

New England Hespital Association, Hotel 
Boston, from 9 a. m. throughout the day. 

*9 a. m - 10 a. m. Boston Dispensary, 25 Bennet 
Street, Boston. Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

*10 a. m.-12 m. Staff Rounds at the 
Brigham Hospital. Conducted by Dr. 
Christian. 


Sunday, February 28— 


4 p.m. Free public lecture at the Harvard Medical 
School, Building D, Longwood Avenue, Boston. 
“The Anemic Child.’”” Dr. Louis K. Diamond. 


Statler, 


Peter Bent 
Henry A. 


*Open to the medical profession. 
tOpen to Fellows of the Massachusetts Medical Society. 
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February 18—Boston Society of Psychiatry and Neurol- 
ogy will meet at the Boston Medical Library, 8 Fenway, 
at 8:15 p. m. 

February 19—New England Roentgen Ray Society. See 
page 323. 

February 23—Boston University Medical School. See 
page 322. 

February 24—Boston Health League, Inc. See page 322. 

February 24—New England Physical Therapy Society. 
See page 322. 

February 25—Medical Clinic at the Peter Bent Brigham 
Hospital. See page 322. 

February 25, 26, 27—The New England Hospital Asso- 
ciation. otel Statler, Boston. 


March 5—William Harvey Society, Beth Israel Hospital 


Auditorium, Boston, at 8 p. m. 

March 6, June 8 and 9—American Board of Obstetrics 
and Gynecology. See page 78, issue of January 14. 

March 11—Pentucket Association of Physicians. Hotel 
Bartlett, 95 Main Street, Haverhill, at 8:30 p. m. 

March 12—Boston Society for the Advancement of Gas- 
troenterology. See page 323. 

March 29-31—First International Conference on Fever 
Therapy. See page 322 

April 12-16—The Postgraduate Institute of the Phila- 
delphia County Medical Society. See page 185, issue of 
January 28. 

April 21-24—American Society +4 hesahenamannes Pathol- 
ogy. See page 1075, issue of May 21 

July 6-11—Fifth International Congress of Hospitals. 
See page 37, issue of January 7. 

October 5-8—American Public Health Association Meet- 
ing. New York City. 

October 25-29—American College of Surgeons. Chicago, 
Illinois. 


DISTRICT MEDICAL SOCIETIES 


ESSEX SOUTH DISTRICT MEDICAL SOCIETY 


March 3—The March meeting will be held at the Lynn 
Hospital. Clinic at 5 p. m. Dinner at 7 p. m. Speaker: 
Dr. John Fallon of the Fallon Clinic, Worcester. Subject: 
Uterine Prolapse. 

April 7—Essex Sanatorium, Middleton. Clinic at 5 p. m. 
Dinner at 7 p. m. Speaker: Dr. Francis B. Trudeau of 
Saranac Lake, New York. Subject: Personal Reminis- 
cences of a Son of a Distinguished Father. (Illustrated.) 

May 12—Annual Meeting. Salem Country Club. Speak- 
er: Dr. P. P. Johnson of Beverly. Subject: A Trip to the 
Bahamas and Guatemala. (Illustrated.) 

R. E. STONE, M.D., Secretary. 


FRANKLIN DISTRICT MEDICAL SOCIETY 
Will meet at the Weldon in Greenfield at 11 a. m. the 
second Tuesdays of March and May. 
CHARLES MOLINE, M.D., Secretary. 
Sunderland. 


MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 


March 16—Danvers State Hospital, Danvers. 
May 11—Bear Hill Golf Club, Stoneham. 


KENNETH L. MACLACHLAN, M.D., Secretary. 
1 Bellevue Avenue, Melrose. 


NORFOLK DISTRICT MEDICAL SOCIETY 


March 30—8:15 p. m. New England Deaconess Hos- 
pital. A Symposium on Diabetes entitled “A Survey 
of the Diabetic Work of the George F. Baker Clinic 
in the New England Deaconess Hospital.’’ Communica- 
tions and Case Presentations by the Staff. Drs. Elliott P. 
Joslin, Howard F. Root, Priscilla White, Alexander Marble 
and Allen P. Joslin. 

May—Annual Meeting. Details to be announced. 

Note: The Censors will meet for the examination of 
candidates on the first Thursday of May. Fee of $10.00 
is payable at the time of examination. Application 
blanks may be obtained by writing the Secretary, fur- 
nishing name, address and name of school of graduation 
in medicine. Application must be made at least three 
weeks prior to date of examination. Candidates whose 
applications are on file will receive proper notices. 


FRANK S. CRUICKSHANK, M.D., Secretary. 
1247 Beacon Street, Brookline. 


PLYMOUTH DISTRICT MEDICAL SOCIETY 


March 18—11 a. m. Brockton Hospital. 
April 15—Annual Meeting. 11 a.m. Ducy Hospital. 
May 20—l1l a.m. Lakeville State Sanatorium. 

FRED F. WEINER, M.D., Secretary. 
231 Main Street. Brockton. 


SUFFOLK DISTRICT MEDICAL SOCIETY 
March 31—Boston Medical Library. 8:15 p. m. “Socia) 
Insurance—It Affects the Medical Profession Dr. Charles 
E. Mongan. Discussion: Dr. Channing 
April 28—Annual Meeting. Boston Medical Library, 
8:15 p. m. “Problems in Surgical Diagnosis.” Dr. How- 
ard M. Clute. 
CONRAD WESSELHOEFT, M.D., President, 
CHARLES C. LUND, M.D., Secretary. 


WORCESTER DISTRICT MEDICAL SOCIETY 


March 10—The Memorial Hospital, Worcester. 6:i5 
p. m.: Dinner—complimentary by the hospital. 7:30 p. m.: 
Business session and scientific program. 

April 14—Worcester Hahnemann Hospital, Worcester. 
6:15 p. m.: Dinner—complimentary by the hospital. 7:30 
p. m.: Business session and scientific program. 

May 6—At 4:30 in the rooms of the Worcester Medica! 
Library, Inc., at 34 Elm Street, Worcester, will be held 
the spring meeting of the Board of Censors. 

Wednesday Afternoon and Evening, May 12—Annual 
Meeting. ime and place for this meeting will be an- 
nounced in an early spring issue of the Journal. 

ERWIN C. MILLER, M.D., Secretary. 

27 Elm Street, Worcester. 


BOOKS RECEIVED FOR REVIEW 


An _ Introduction to Comparative Biochemistry. 
Ernest Baldwin. 112 pp. New York: The Macmillan 
Company; Cambridge, England: At the University 
Press. $1.50. 

Ulitra-Sons et Biologie. A Dognon, E. and H. 
Biancani. 80 pp. Paris: Gauthier-Villars. 25 fr. 

The Lung. William Snow Miller. 209 pp. Spring- 
field and Baltimore: Charles C Thomas. $7.50. 

Diseases of the Newborn. Oxford Medical Pub- 
lications. Abraham Tow. 477 pp. New York: Ox- 
ford University Press. 

Taylor’s Practice of Medicine. E. P. Poulton, 
with the assistance of others. Fifteenth Edition. 
1136 pp. Baltimore: William Wood & Company. 
$8.50. 

Heart Disease. Paul Dudley White. Second Edi- 
tion. 744 pp. New York: The Macmillan Company. 
$7.50. 

A Hand-Book of Ocular Therapeutics. Sanford R. 
Gifford. Second Edition. 341 pp. Philadelphia: 
Lea & Febiger, 1937. $3.75. 

Inhalation Anesthesia. A Fundamental Guide. Arth- 
ur E. Guedel. 172 pp. New York: The Macmillan 
Company, 1937. $2.50. : 

The Colon as a Health Regulator—From a Sur- 
geon’s Point of View. The Effects and Treatment 
of Its Developmental Abnormalities. Sir Henry 
M. W. Gray. 100 pp. Toronto: The Macmillan Com- 
pany of Canada, Limited, 1936. $2.50. 

Manuel de Puériculture. P. Lerebonllet, in col- 
laboration with F. Saint Girons and A. Zuber. Sec- 
ond Edition. 227 pp. Paris: Masson et Cie, 1936. 
22 fr. 

The Fundamentals of Electrocardiographic Inter- 
pretation. J. Bailey Carter. 326 pp. Springfield 
and Baltimore: Charles C Thomas, 1937. $ 4.50. 

Medical Morals and Manners. Hubert Ashley 
Royster. 333 pp. Chapel Hill: The University of 
North Carolina Press, 1937. $2.50. 

The Physiological Basis of Medical Practice. A 
University of Toronto Text in Applied Physiology. 
Charles Herbert Best and Norman Burke Taylor. 
1684 pp. Baltimore: William Wood & Company, 
1937. $10.00. 
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Diseases of the Air and Food Passages of Foreign 
Body Origin. Chevalier Jackson and Chevalier L. 
Jackson. 1,000 pp. Philadelphia and London: 
W. B. Saunders Company. $12.50. 


It is rare indeed that a medical textbook can 
truthfully be said to be based entirely on the per- 
sonal experiences of the author and his co-workers. 
Still rarer is it when the senior author himself has 
almost single-handed brought to its present state 
of perfection the subject under discussion. In “Dis- 
eases of the Air and Food Passages of Foreign Body 
Origin” by Chevalier Jackson and Chevalier L. 
Jackson these distinctions have been achieved. Con- 
tained within the 1,000 pages of this book are re- 
sults of experiences with over 3,500 foreign bodies 
removed from the air and food passages. A textual 
portion of 332 pages presents the subject as it most 
concerns three classes of people, the patient, the 
family physician and the bronchoscopist. Chapters 
on etiology and prophylaxis explain how such ac- 
cidents occur and how they may best be avoided. 
A chapter on pathology describes the results of the 
accidental aspiration or swallowing of a foreign 
body, while an account of the symptomatology and 
diagnosis of its presence affords the family physi- 
cian or pediatrician inestimable help in the correct 
interpretation of the physical signs. 


Four chapters follow in which, in lucid detail, 
are described the problems associated with the re- 
moval of foreign bodies and mechanical solution. 


A separate chapter is devoted to a description of 
the necessary instrumentation which is indispen- 
sable for the execution of this delicate work, togeth- 
er with illustrations of many of the individual in- 
struments. 

A second portion of 636 pages is of interest and 
value primarily to the endoscopist who is confronted 
with the many problems of removal of foreign 
bodies from the air and food passages. Here 
are summarized the experiences incident to the 
removal of over 3,500 foreign bodies. In each 
instance there is an actual sized photograph of the 
foreign body, with explicit data as to the age of 
the patient, the character of the foreign body, its 
position and length of sojourn, the basic prob- 
lem involved in the removal, the type of forceps 
employed and point of application, the result, and 
the time required for removal. There is thus avail- 
able to the endoscopist confronted with a given for- 
eign body problem the most complete data any- 
where obtainable, wherein he is likely to find a 
comparable situation and thus to be guided to the 
most successful solution of his own problem. No- 
where, heretofore, has such complete information 
been so available or so likely to parallel any for- 
eign body problem which may unexpectedly arise. 

There are 2,000 illustrations and 3 colored plates. 
While the book necessarily comprises, to a great 


extent, the experiences of the senior author, the 
added filial assistance is noticeable throughout. 


A Roentgenographic Study of the Vascular Chan- 
nels of the Skull. With special reference to in- 
tracranial tumors and arteriovenous aneurysms. 
Knut Lindblom. 146 pp. Stockholm: P. A. 
Norstedt & Séner. Swed. kr. 10:— 


This monograph of 146 pages and numerous excel- 
lent illustrations presents a complete study of the 
roentgenographic appearance of the normal vascular 
channels of the skull. The variations in these vascu- 
lar channels caused by disease are also completely 
discussed. By the use of the Lysholm grid and pains- 
taking technic, it was possible to obtain roentgeno- 
grams which could be accurately compared, and in 
this manner the author was able to show vascular 
changes which took place over varying periods of 
time. The discussion and illustration of the vascu- 
lar changes due to arteriovenous aneurysm, meningi- 
oma and other pathologic conditions causing chronic 
internal hydrocephalus are accurate and detailed. 

This monograph is an excellent reference book 
and the illustrations of the skull roentgenograms 
can be readily studied because of their clarity. 


A Practical Medical Dictionary. Thomas Lathrop 
Stedman. 1,291 pp. Thirteenth, Revised Edition. 
Baltimore: William Wood & Company. $7.50. 


This thirteenth edition of 1,291 pages, published in 
1936, celebrates the twenty-fifth anniversary of this 
work. Some of the changes which add to the quali- 
ty of the volume include the new titles in the 
eleventh edition of the United States Pharmaco- 
poeia with the revised spellings of the National 
Formulary, the generally approved reforms in medi- 
cal orthography and careful editing to correct typo- 
graphical errors in the former edition. 

The illustrations, text and mechanical construc- 
tion of the volume are good examples of the book- 
maker’s art and make it a valuable addition to the 
doctor’s library for, without a book of reference, 
many will have difficulty in interpreting modern 
medical literature. 


League of Nations. Quarterly Bulletin of the Health 
Organisation. Geneva. Volume V, No. 1. March, 
1936. 209 pp. 65c. 


This number contains the Report of the Pan- 
African Health Conference held at Johannesburg, 
November 20 to 30, 1935. 

The delegates to the Conference were divided into 
three major committees each of which dealt with 
different parts of the agenda and reported in con- 
siderable detail. The subjects considered were as 
follows: yellow fever, plague, malaria, typhus, ty- 
phoid carrier problems, locust poisoning and various 
animal diseases communicable to man (rabies, bo- 
vine tuberculosis, trypanosomiasis, helminthiasis, 
brucellosis and certain virus diseases). Rural hy- 


giene and medical services and proposals for the bei- 
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ter coordination of health services in Africa were 
discussed, as well. 

The previous conference, in 1934, had proved so 
fruitful that that of 1935 was called to carry on the 
work. The advantages of personal discussion were 
again so manifest in 1935 that a resolution was 
passed recommending that other conferences organ- 
ized along similar lines should be held in the future. 

As to yellow fever, it has been learned recently 
by means of surveys that this disease has been 
endemic for many years in certain “silent” regions 
of the Amazon valley in Brazil, Bolivia, Peru and 
Colombia. These regions are termed “silent” be- 
cause cases of yellow fever had not been recognized 
in them. It is believed, nevertheless, that deaths 
from yellow fever must have occurred there, even 
though Aedes aegypti is not known in some of these 
regions. Differences in the age and sex distribution 
of this so-called “jungle yellow fever’, which is not 
transmitted by Aedes, and the ordinary type were 
pointed out. Vaccination against yellow fever was 
advocated by colonial medical advisers for all whites 
proceeding to territories where yellow fever occurred. 
Many other interesting questions relating to yellow 
fever were discussed. 

The report on plague deals with this disease in 
Africa and in Madagascar. In the Union of South 
Africa and in neighboring countries to the north 
and west of it, the incidence of human plague is 
determined by epizootics in wild rodents. 

Malaria still occupies a foremost place, if not the 
foremost, as a cause of death among the aboriginal 
population of Africa. The outstanding problem now 
is to devise methods of lessening its incidence among 
these people. 

The mass poisoning of locusts with arsenite of 
soda on the veldt has resulted in cases of arsenical 
poisoning among men and animals. It was felt that 
a less dangerous method of locust destruction is 
needed. 

Many other important facts brought out at the 
Conference cannot even be mentioned here. The 
reviewer feels that the Quarterly Bulletin of the 
Health Organisation of the League of Nations should 
be better known than it is and more widely read 
in the United States of America. 


Dental Infection and Systemic Disease. Russell L. 
Haden. Second Edition, Revised. 163 pp. Phila- 
delphia: Lea & Febiger. 


The second edition of this book, which was first 
published in 1928, contains a few alterations in the 
context to bring it up to date, but principally the 
addition of a chapter on “The Réle of Dental Focal 
Infection in the Clinic.” In this chapter, a recent 
study on the incidence of pulpless teeth in a group 
of 100 consecutive patients is compared with a sim- 
ilar study conducted by Dr. Haden ten years pre- 
viously. The conclusion drawn from the compara- 
tive studies is the laudable one that the dental pro- 


fession has become, even in one decade, more se- 
lective and discriminatory than formerly when 
choosing to root-fill teeth rather than to extract. 

Perhaps of more importance, however, is the 
change in attitude toward this problem of focal in- 
fection which a decade has brought. This is illus- 
trated in Dr. Haden’s preface to the second edition, 
in which he makes some significant statements, 
worth quoting. He says, “Focal infection has taken 
its place as an established principle in medicine and 
the possibility that such an infection may be a causa- 
tive or contributing factor must be considered in 
many m2dical diagnostic problems. Dental infec- 
tion remains a most important part of focal infec- 
tion.” He ends, “Fortunately, the education of den- 
tists, physicians and the public to the danger of 
infected teeth is already yielding beneficial results 
as shown by the decreased incidence of pulpless 
teeth and pyorrhea and by the fact that with each 
decade, dental infection plays a less important rdéle 
in systemic disease.” This statement may apply to 
the favored few who are economically able to have 
regular dental care, but it is certainly not true of 
the vast majority of people in this country, who 
are entirely without dental care of any description. 
The solution of the larger problem still faces the 
dental profession today. 

This book is recommended to physicians and den- 
tists alike, principally as a reminder that the prob- 
lems of either profession are not exclusively theirs 
and that service to the patient stands as their com- 
mon object and responsibility. 


Pathology of the Nervous System. J. Henry Big- 
gart. 335 pp. Baltimore: William Wood & Com- 
pany. $5.25. 

A greater interest in the diseases of the nervous 
system, following many factors in the last decade, 
has naturally caused the rewriting of the textbooks 
on neuropathology. Many advances have been made 
since the earlier standard works, and as the more 
general textbooks on pathology cannot find space 
for all the material, books in this special field are 
definitely welcome. Those produced in the last few 
years have been especially sound, and the book un- 
der consideration is no exception. None of the re- 
cent advances in neuropathology are missing, and 
the illustrations, which are entirely new, add great- 
ly to the value of this well-produced book. The ma- 
terial has been carefully compiled, and the selective 
bibliographies, although short, are sufficient. The 
volume upholds the fine traditions set by the Edin- 
burgh school. It should have a wide distribution in 
the United States. 


ERRATUM 


In the book review of “The Anaemias” (This 
Journal, 216:270 [Feb. 11] 1937) the third line, 
“ciently comprehensive. There is an author as well”, 
from the end of the first paragraph should have 
been omitted and the words, “for reference.’, should 


have been added at the end of the paragraph. 
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